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Holt and Howland’s 


DISEASES OF INFANCY AND CHILDHOOD. By L. 
EMMETT HOLT, M.D., Sc.D., LL.D., Professor of Dis- 
eases of Children in the College of Physicians and Sur- 
geons, Columbia University; Attending Physician to the 
a Babies’ and Foundling Hospitals, New York, etc.; co- 
a author with JOHN HOWLAND, A.M., M.D., Professor 
of of Pediatrics in Johns Hopkins Medical School, and in 
q the Johns Hopkins University, Baltimore; Eighth Edi- 
tion, completely Revised and Enlarged. Printed from 
New Plates. 1147 pages. With 7 full page plates, some 
in colors, and 172 text illustrations. Cloth. 


An Elaborate Revision, Containing Much Important 
New Material 


HE eighth edition of Holt’s Diseases of Infancy and 

Childhood, really becomes Holt and Howland’s Diseases 

of Infancy and Childhood, the new material and the 
revision of the old matter being about equally divided. 

Prominent in the new material are the discussions of the 
Vitamines, A, B, and C, in their relationships to infant feeding 
in health, and the part that they play in the pathology of 
infancy and childhood, when lacking. 

The section on Nutrition is practically a new one. 

The relationships of the Endocrins to the field of Pediatrics 
receives in this edition what is probably the most practical 
presentation of the subject as well as the latest presentation 
of the subject in any textbook on the subject of Pediatrics. 


Allergie in all of its various phases and relationships to 
pathology is taken up. The introduction of foreign proteids as 
in food idiosyncrasies, or in any of their various aspects that 
apply during infancy and childhood. 

The kidney complications of infectious diseases, diseases of 
the blood, especially those tending to diminution of the quality 
of the blood, epilepsy, especially the idiopathic, the nervous 


syphilis and nephritis. 


D. APPLETON & COMPANY 
— 35 West 32d Street, New York 


| account). 


Name 


APPLETON’S MEDICAL BOOKS 


Diseases of Infancy and 
Childhood 


A NEW PORTRAIT OF 
DR. HOLT 


ITH this eighth edition 

of Dr. Holt’s work more 
than 100,000 copies have been 
printed. In honor of this 
event the publishers have 
made a handsome gravure 
portrait of Dr. Holt, suitable 
for framing, which they will 
be glad to present without 
additional cost to any pur- 
chaser of the Eighth Edition 
who may ask for it. 


j||j diseases of children, tubercular peritonitis, have all been rewritten. : 
Especially worthy of attention is the subject of rickets, as are also the rewritten articles, 


Street 
City 


S.M.J.-5-22 


Enclosed find $7.50 for which please send, carriage paid, a copy of HOLT AND HOW- 
LAND’S DISEASES OF INFANCY AND CHILDHOOD, Eighth edition (or charge to my 


OOIf you desire the souvenir portrait of Dr. Holt, ‘please check here. 
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Forthcoming Books 
worth watching for 


PEDIATRICS 


This is one of the most celebrated European books written by such 
famous men as Pfaundler, von Pirquet, Finkelstein, and revised, 
edited and Americanized by about a dozen western and southern 
American teachers 


ENDOCRINES 


This volume presents in clear and sober manner our present day 
knowledge of the Endocrines without the addition of any fanciful 
theories. Translated by F. Raoul Mason, M.D., from the French of 
P. Lereboullett: P. Harvier: H. Carrion; A. G. Guillaume. 


TUBERCULOSIS IN CHILDREN 


Based on lectures given post-graduate men in Philadelphia for the 
last several years, this book is intensely practical, concise, usable 
and does not re-cover the ground given in books treating this sub- 
ject in the adult, but is devoted to the peculiarities of the disease in 
children alone. 


S 7: 0 M A C H THE SURGICAL TREATMENT OF THE 
NON-MALIGNANT AFFECTIONS OF. 
This book represents the combined experience of American surgeon 
versed in Continental methods and Continental surgeon fully con- 
versant with Anglo-Saxon methods. It treats those questions that 
are interesting to both physicians and surgeons, being, in fact, a 
medico surgical monograph on the subject which, Sir Berkeley Moy- 
nihan states in his introduction, is a very necessary book. 


INTERNAL MEDICINE 


A practice of medicine by practitioners for practitioners arranged 
for quick reference. Three volumes with a separate index. You 
can work on the Diagnosis side from the presenting symptom, study 
it under the title of the disease or the organs affected with concise 
practical treatment for all conditions coming within the realm of 
Internal Medicine. 


OPHTHALMOLOGY 


A new Seventh Edition of this world-famous book entirely re- 
written re-set with many improvem:nts suggested by the author, 
who is now lecturing in this country. Without a question it is the 
most desirable book on Opthalmology. 


QUICK REFERENCE 


This book does for a physician what he would do for himself if 
he had the time and the facilities. It gathers under one head in its 
most concise form the available, practical, clinical information 
needed for quick reference on any subject in Medicine and Surgery. 
It gives all the facts and all in one place. 


J. B. LIPPINCOTT COMPANY 


LONDON: Since 1875 PHILADELPHIA: Since 1792 MONTREAL: Since 1897 
16 John St., Adelphi East Washington Square Unity Building 


GITTINGS 


CUMSTON-PATRY 


WILSON-BRADBURY 
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JUST OFF PRESS 


‘HAY FEVER AND ASTHMA. By WILLIAM SCHEPPEGRELL, M.D. 

The author, who is President of the American Hay Fever Preventive Association and 
Chief of the Hay Fever Clinic of the Charity Hospital, New Orleans, has done more 
work perhaps than any other man along these lines. His book is the last authoritative 
word on Etiology and the modern methods of Diagnosis, Immunization and Treatment. 


12 mo., 274 pages with 107 engravings and 1 colored plate. Cloth, $2.75 net 


NERVE EXHAUSTION. By MAUvRICE CRAIG, C.B.E., M.D. 
An “easily read and understood” book by the Physician for the famous Guy’s J{ospital, 
London, on a condition that all American practitioners meet with. ‘he author emphasizes 
preventive measures as well as treatment. Chapters are devoted to General Remarks, 
Causation, Symptomatology, Sleeplessness, Diagnosis and Prognosis, Treatment. A 


really valuable book. 

12 mo., 148 pages. Cloth, $2.25 net 
INDIVIDUAL GYMNASTICS. By LILuian C. Drew. 
A Handbook of Corrective and Remedial Gymnastics that holds much of value to physi- 
cians, particularly orthopedists, on the correction of Faulty Posture, Visceroptosis, the 
Feet and Infantile Paralysis. Miss Drew is Director of Corrective Gymnastics in the 
Central Branch, Y.W.C.A., in New York, and was formerly Instructor in this subject 
under the direction of Boston’s famous orthopedists, Drs. E. H. Bradford and E. G. 
Brackett. 
12 mo., 225 pages with 100 illustrations. 


LEA & FEBIGER 


Cloth, $2.00 


PHILADELPHIA 


706-10 SANSOM STREET 


One of the Most Important Contributions to Obstetric 
Practice in Recent Years 


VERSION 


A Description of the Potter Method 
By Irving W. Potter, M.D., F.A.C.S. 


Obstetrician-in-Chief, Deaconess Hospital and St. Mary’s Maternity Hospital; Attending Ob- 
stetrician, City Hospital; Consulting Obstetrician, Columbus Hospital, Buffalo Homeopathic 


Hospital and Salvation Army Home, Buffalo, N. Y 


140 pages 64%x9%, with 42 original engravings, many in two colors. 
Price, silk cloth, $5.00. 


It has been said that Dr. Potter’s method of great success, and it has been demonstrated 

Version is one of the greatest advancements’ that any capable and properly trained physi- 

made in obstetric practice during the past cian can carry out the maneuver without dif- 

fifty years. In this new book you get Doctor ficulty and with satisfaction to the patient, 

Potter’s complete technic for the first time, her family and himself. - 

with special illustrations made by a well- 

known medical artist under his personal su- You should send for a copy today. 

(S. M. J. 


colors, show the various steps in the technic. 
The book completely covers Early History of 
Version, Version in the Nineteenth Century, 
Present Day Employment of Version; Au- 
thor’s Technic; Criticisms and Answers, Indi- 
cations and Advantages, and Conclusions. 

Many physicians are today employing Pot- 
ter’s method of performing Version with 


_C. V. Mosby Company, 
508 N. Grand Ave., St. Louis, Mo. 
: Send me a copy of Potter’s VERSION, price $5.00. 
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Offered to any Doctor who first reports to the 
MEDICAL INTERPRETER 


ANY DISCOVERY, METHOD OR ATTITUDE THAT HE CAN CLAIM CREDIT FOR, OR 
HAS PERFECTED, IN THE SHAPE OF A REMEDY, OR RELIEF, FROM PAIN AND 
SUFFERING, THAT HAS GOTTEN RESULTS, THAT IS POSITIVELY NEW, THAT HAS 


NEVER BEEN RECORDED IN PRINT, AND THAT WILL BE ACCEPTED AND USED 


BY US. 


We do not care how simple the discovery or 
remedy or method may have been; or how brief 
may have been the operation (if any) that re- 
lieved the pain, supplied a remedy, or achieved 
a result sought. 

The MEDICAL INTERPRETER is best of all, 
intensely PRACTICAL. Its pages are not en- 
cumbered with vague suggestions or question- 
able practices; but is the ‘‘boiled down’’ essence 
in every page of ACHIEVEMENT—\things 
DONE—where done, how done, and by WHOM 
done. RESULTS!! 

Results that put the busy practitioner leagues 
ahead of his colleagues, by being able to have 
access to this big daily help in his practice: 
that is why we are making this offer of $1000.00 
—TO ADD TO THE VALUE OF THE MEDI- 
CAL INTERPRETER; to put in the hands of 
every physician in America a new weapon to 
fight disease, to fortify his power of quick acces- 
sibility to the achievement of others, that he 
may apply them with assurance to his OWN 
patients, and be able to give greater relief to 
suffering humanity. 

So—if you have something absolutely NEW— 
that you have proven in your practice, and that 
has not been exploited in print, whether simple 
in effect that can be briefly told, or whether 
complicated or involved, requiring lengthy ex- 


IF IT’S NEW—IT’S IN THE MEDICAL INTERPRETER 


BIBLIOGRAPHIES and 
ABSTRACTS 

Bibliographies and Abstracts fur- 
nished members and subscribers of 
the Medical Interpreter at actual 
cost of time and labor, which cost 
should be one-half to one-fourth less 
than from any other source. Our 
Associate Editors have access and 
are connected with the largest med- 
ical libraries of the world. 


(Southern Branch) 


ATLANTA, GA. 


planatory notes to describe; and that, in the 
opinion of our Editors is eligible, and we accept 
same and publish it as a part of one volume of 
the MEDICAL INTERPRETER, we will pay 
ONE THOUSAND DOLLARS. Any other ar- 
ticle sent us and we accept and make use of, 
we will pay for at our established current rates. 
This offer is made alike to the non-subscriber 
as well as to the subscriber to the MEDICAL 
INTERPRETER. You do not have to own or 
buy these books to be eligible as a contestant. 
In soliciting the interest of the Doctors of 
America in giving this matter their considera- 
tion, it is of vastly more value to the profession 
at large that this offer is made, than to any 
benefit we may derive from it. We are making 
the MEDICAL INTERPRETER our life work: 
and to increase its usefulness by getting it into 
the hands of the greatest possible number of 
physicians, who themselves will radiate its 
REAL VALUE to the greatest number, through 
the efficiency and advanced relationships with 
the real progress and advancement of modern 
medicine and surgery, the quarterly digests 
of this work presents. 
If you are interested in seeing the MED- 
ICAL INTERPRETER, or even of 
learning more about it, sign and 
mail coupon at once. 
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INDIVIDUAL RESEARCH SERVICE 


HE Special Service Department 
of the American Institute of 
Medicine furnishes busy physicians 
with full information on all medical 
subjects, past or present, WITH- 
OUT OBLIGATING HIM TO BE- 
COME A SUBSCRIBING MEM- 
BER. 
Every inquiry receives the individ- 
ual attention of an experienced re- 
search worker. The cost is reason- 
able. 


WHAT THE CONSISTS 
F 


1. Complete or partial bibliogra- 

phies prepared. 

2. Comprehensive abstracts on 

specified subjects. 

3. Material supplied for lectures 

and papers. 

4. Manuscripts and books revised 
for publication under supervis- 
ion of the author. 

5. Translations from any language 
into any language. 

6. A large range of other special 
services. 


AMERICAN INSTITUTE OF MEDICINE ' 
13 East 47th Street, NEW YORK, N. Y. 
Please send me, without obligation, full information about your individual research service. 


Name Address 


(Please print) 
City. State 


At ~ pet time I am interested in 


Ss. M (Kind of Work) 
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To the Physicians of Alabama :— 


GILLILAND’S Biological Products are sold to the 
Physicians of Alabama at special prices. 


DIPHTHERIA ANTITOXIN of the Gilliland Label , 
will be distributed free of charge only to indigent cases 
upon the certificate of the attending Physician. 


The Gilliland Laboratories is the only firm author- 
ized by the Alabama State Board of Health to sell and 
distribute State Label Biological Products at special 
prices. 


Specify the GILLILAND LABEL, used and approved 
by your State Board of Health. 


Gilliland’s Products may be obtained through your 
County Distributor or direct from the State Board of 
Health, Antitoxin Division, Montgomery, Alabama. 


Folder giving plan in detail sent on request. 


THE GILLILAND LABORATORIES, Inc. 


Biological Products 
AMBLER, PENNA. 
Laboratories: 


Ambler, Penna. 
Marietta, Penna. 
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OUR RESERVE 


BECAUSE radium is such a rare element and because the de- 

mand for it for therapeutic uses is increasing so rapidly, many 
physicians have asked us if it will be possible to maintain in the 
future a reasonable balance between supply and demand. 


So far as the United States Radium Corporation is concerned, the 
facts are briefly as follows: To date only 15 per cent of our esti- 
mated holdings of carnotite ore in Paradox Valley has been mined. 
The other 85 per cent is sufficient to keep our plant in operation 
for over 20 years at the present rate of production, even if new 
deposits were not discovered and our holdings were not increased. 
In addition to this unmined ore, we believe we possess the largest 
reserve of mined carnotite ore to be found in the world. So large 
is this reserve that it alone contains nearly one-third as much 
radium as is being used in the United States today. 


When these facts are considered in connection with another, 
namely, that radium is practically indestructible—that seventeen 
hundred years hence one-half of the radium owned by physicians 
today will still exist—you will readily realize that there is no 
need for anxiety regarding the immediate or future supply of 


radium. 


United States Radium Corporation 
58 Pine Street, New York 


Factory: Orange, N. J. Mines: Colorado 
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WHAT X-RAY OUTFIT 


N THE last twenty years X-Rays have found 

an ever-widening application in the practice 
of medicine. X-Rays are now applied in ways 
undreamed of ten years ago. The result has 
been that machines of different types have 
been developed for different diagnostic and 
therapeutic purposes. 
The most important developments in recent 
years have been the result of the work done 
in the Research Laboratories at Schenectady, 
N. Y., which stand behind the Victor X-Ray 
Corporation and which conduct never-ending 
investigations to the end that Victor apparatus 
will always evolve from something that is the 
best of its time to something still better. 
The ranges of service of X-Ray machines that 
have been developed to meet the needs of 


VICTOR X-RAY CORPORATION, Jackson Blvd. at Robey St., Chicago 
Sales Offices and Service Stations in All Principal Cities 


and Diseases 
New York City 


Insert shows X-Ray 
Labora Victor 


SHALL BE INSTALLED? 


physicians and surgeons are so varied that the 
practitioner is often at a loss to know what 
particular machine it would be advisable to 
install. To assist him, the Victor X-Ray Cor- 
poration maintains Branch Sales and Service 
Stations in the principal cities. Any physician 
or surgeon may call upon these Stations for 
advice and guidance. A technically informed 
representative will be sent on request—a rep- 
resentative who studies the practitioner's needs 
and then recommends the type of machine that 
will meet them best. 


It is the duty of Victor Service Stations, when 
called upon, to give technical advice to users 
of Victor machines, so that the desired results 
are obtained. They also keep the apparatus 
in good order. 


May 1922 
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THYROXIN 


Prepared only by E. R. SQUIBB & SONS 
Under License of the 
Q University of Minnesota 


URE, crystalline 
Thyroxin is the 
physiologically 

active consvituent of the 
thyroid gland; a com- 
pound of definite and 
known chemical compo- 
sition containing 65 per cent. of iodine, organ- 
ically combined, as an integral part of the 
molecule. 


Fifteen grains of desiccated thyroid prepared 
under favorable conditions contains approxi- 
mately 1/64 grain of Thyroxin. This ratio 
may be used in determining the initial dose 
of Thyroxin. 


The physiological action of Thyroxin bears a 
quantitative relation to the production of body 
energy, and a system that is lacking in such 
energy may be brought up to normal produc- 
tion by its administration. 


Thyroxin is marketed in two forms—Tablets 
containing the partially purified sodium salt of 
Thyroxin for oral administration; and the Pure 
Crystalline Thyroxin for intravenous injection 
in those cases in which the Thyroxin is not 
absorbed quantitatively when given by mouth. 


Complete Information on Request. 


E-R: SqQuiss & Sons, NEw YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 18S@, 
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fees, or patients may be referred to us for treatment 
if preferred. 


Careful consideration will be given inquiries con- 


William L. Baum, M. D. 
Louis E. Schmidt, M. D. 


cerning casesin which the use of Radium isindicated. 


BOARD OF DIRECTORS 
N. Sproat Heaney, M. D.. 


Frederick Menge, M. D. 
Thomas J. Watkins, M. D. 


The Physicians Radium Association 


1105 Tower Building, 6 N. Michigan Ave. 
Telephenes: Randolph 6897-6898 


CHICAGO, ILL. William L. Brown, Manager 


PYRAMIDON 


After almost thirty years of service this drug stands out pre-emi- 
nent as an antipyretic, analgesic, antineuralgic and sedative. 


Pyramidon is supplied in powder form in 1 0z., % lb. and 1 lb. car- 
tons and in tablets of 5 grains in aluminum tubes of 10, and in bot- 
tles of 100 tablets. Prices to physicians are $1.20 per ounce, 40c per 
tube of 10 tablets, and $3.00 per bottle of 100 tablets. 


ORTHOFORM 


Utilizable as a local anesthetic for the relief of pain from wounds, 
burns, ulcers, excoriations and all exposed nerve-endings. Orthoform 
is used as a powder in insufflation, as an emulsion, or in tablet form. 
It is given internally for the relief of pain in gastric ulcer and gas- 
tralgia. 

Orthoform is dispensed in 1 oz. bottles which sell to the physician at 
$4.50 and in 5 gram vials at 90c per vial. 


ORTHO TROCHES 


Are employed for the alleviation of pain and the mollification of 
irritation following all o es procedures on the throat. They 
dissolve slowly, thus ig ucing a prolonged anesthetic effect. They 
are dispensed in bottles of 100 tablets of one-quarter grain each or 
of one grain each at $1.00 and $1.75 per bottle, respectively. 


Literature can be obtained from 


HAMETZ, LABORATORIES. 


One-Twenty-Two Hudson Street, New York. 


May 1922 


RADIUM RENTAL SERVICE 


Radium loaned to physicians at moderate rental 


MA 
LAB . 
: Trade Mark 
Reg. U. 8. 
Pat. Of. 


SOUTHERN MEDICAL JOURNAL 


Vol. XV No.5 


Passing Fads in the Manufacture 
of Dentifrices 


Not a Medicated Dentifrice. Years ago Colgate & 
Company refused to meet the artificial demands for 
a highly medicated dentifrice. They followed scientific 
dentists in the contention that drugs are harmful to 
the mucuous membrane of the mouth. Such drugs 
should not be used in a dentifrice except in the treat- 
ment of pathological conditions, and then only under 
the advice of a dental practitioner. 


Not an Acid Dentifrice. Once more Colgate & Com- 
pany’s stand is with the scientific members of the a 
medical and dental profession who refuse to use an 
acid tooth paste. They recommend to their patients 
a dentifrice with high cleansing qualities, pleasant 
to taste, containing a thorough non-gritty cleanser. 


A generous supply of samples 
will be sent to professional 
friends, post-paid, on request. 


Welfare Dept., 
COLGATE & CO. 


Established 1806 
New York, N.Y. 


Cleans ‘Teeth the 
Right Way 
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admixtures. 


Headaches. 


Ample trial quantity and literature from 


150-152 Maiden Lane, 


Our Manufacturing Laboratories at 
Bloomfield, N. J. 


Here’s where genuine Ato- 
phan is manufactured by a 
special process completely 
precluding the possibility of 
unpleasant empyreumatic 


This means a still further improved Atophan 
for your cases of Rheumatism, Gout, Neuralgia, 
Neuritis, Sciatica, Lumbago and ‘Retention” 


SCHERING & GLATZ, Inc. 


New York. 


SAJODIN 


T Pharmacological investigations show more iodin in the tissues after 
use of Sajodin than after that of the iodides. Sajodin is palatable, 
well-tolerated, convenient, and is indicated whenever a continuous, 
moderate iodin effect is desired, as in 


Arteriosclerosis 
Arthritis 


Glandular Enlargement 
Chronic Bronchitis 


IOTHION-OIL: Superior to tincture and ointments of iodin, 
readily penetrating the skin without producing irritation and 
staining. 


How Supplied: SAJODIN: Tablets, 8 gr., tubes of 20; Powder in ounces 
IOTHION-OIL: 1 oz. bottles 


Literature on Request 


WINTHROP CHEMICAL COMPANY, Inc. 
16-22 Hudson Street, New York, N. Y. 
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Ether Was Discovered in the 13th Century 


but it’s value in Medical Practice was not recog- 
nized by Physicians until 1846, due to the lack 
of co-operation among the scientists of that time. 


Radium is the greatest adjunct to surgery of the 20th century 


Radium Therapy has more adherents today than 
ether narcosis of 1860 


Are you keeping yourself informed on the subject of Radium Therapy? 


ike Colorado Gr Greatest nt a ad Ew ve erlast sting 


Write our nearest 


Our co-operation : 
y branch office for 


begins with your 
information 


request 
“The Mark of a Co sighed and C Car fl Radium Therapeutic 
The Radium Company of Cialis 
DENVER, COLORADO 
New York : Chicago San Francisco 
244 Madison Ave. 853 Peoples Gas Bldg. 582 Market 


FTER registering at the A. M. A. meeting in St. Louis (May 21- 26) be 
sure and visit the Exhibits on the Main Floor. 
Here you will find displays of Council-Passed products and newer medicinal 


chemicals. 
LOOK FOR THE EXHIBIT OF BUTYN—THE NEW LOCAL ANES- 
THETIC—ACRIFLAVINE, PROCAINE, CINCHOPHEN, NEOCINCHO- 


PHEN AND BARBITAL. 


For Information Relative to these Products Register at the Abbott 
Booth (Space 127-127A) or Write Now to 


THE ABBOTT LABORATORIES, Dept. 79, CHICAGO 


New York Seattle San Francisco Los Angeles 
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SAINT LOUIS CLINICS 


In advance of the St. Louis meeting of 


the A.M.A., May 22-26, the St. Louis Clinics 
will conduct clinics, May 18-23, inclusive, 
at the various hospitals in St. Louis, to 
which physicians interested are invited. 


For programs, etc., write St. Louis 


Clinics, 3525 Pine St., St. Louis, Mo. 


B. B. CULTURE 


A liquid suspension of viable lactic 
acid bacilli,—effective, convenient and 
economical. 


B. B. CULTURE is equally suitea 
for external and internal use and will 
show consistent results wherever the 
lactic treatment is indicated. 


Next time, why not prescribe 
B. B. CULTURE? 


B. B. CULTURE LABORATORY, Inc. 
Yonkers, New York 


Nashville 
Private Maternity Hospital 


For the care and protection of unfortunate young 
women. Adoption of babies arranged. Ethical super- 
vision. 
1230 Second Avenue South 
NASHVILLE, TENN. 


May 1922. 
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SOUTHERN PEDIATRIC 
SEMINAR 


ASHEVILLE, N. C. SALUDA, N. C. 
BLACK MOUNTAIN, N. C. 


A two weeks course in the fundamentals of the 
study of the child in health and disease to be 
given at the above centers beginning July 31st 
to August 12, inclusive. This is the second year. 
Lectures will be given by the following men 
among others: 


Wm. P. Cornel, M.D., Columba. 

Lewis W. Elias, M.D., Asheville, N. C. 

E. A. Hines, M.D., Seneca, Bi... 

Francis B. Johnson, M.D., Charleston, S. C. 

J. D. Love, M.D., Jacksonville, Fla. 

Oren Moore, M.D., Charlotte, N. C. 

Rehardson, M.D., Black Moun- 
n, N. 

William A. Mulherin, M.D., Augusta, Ga. 

R. M. Pollitzer, M.D., Charleston, 8. C. 

W. L. Funkhouser, M.D., Atlanta, Ga. 

Laurence T. Royster, M.D., Norfolk,.Va. 

J. LaBruce Ward. M.D., Asheville, N. C. 

William Weston, M.D., Columbia, S. C. 


W. A. MULHERIN, M.D., DEAN 
For further information address 
D. LESESNE SMITH, M.D., Registrar, 
Saluda, N. C. 


THE PHYSIATRIC INSTITUTE 


devoted to the study and dietetic 


treatment of 


Diabetes, Obesity, Nephritis 
and High Blood Pressure 


will offer short practical courses in 
the summer months to a limited 
number of physicians 
Inquiries may be addressed to the 
Director 


DR. FREDERICK M. ALLEN 
The PHYSIATRIC INSTITUTE 
MORRISTOWN, - - NEW JERSEY 


or the city office, 660 Park Ave., New York 


Prices $25 and $30 per week, 


R. W. E. WRIGHT, 
oon and Med. Director. 


Hill Crest Sanatorium, 


Altitude 1500 feet; mild winters. Cover necessary every night during Summer. Cottages beautiful, 
hollow tile and stuccoed, glassed in and screened, supplied with all modern conveniences. Thirty miles 
from San Antonio, on old Spanish trail and a rise of 800 feet. 


For further information apply to Hill Crest Sanatorium, Boerne, Texas. 


DR. L. S. JOHNSON, 
Med. Dir. and Res. Physician. Bus. Mgr. 


FOR THE TREATMENT OF TUBERCULOSIS 


In The Mountains of Southwest Texas 


R. W. KLEIN, 
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CHESTNUT LODGE 


Rockville, Maryland 


Near Washington, D. C. Baltimore & Ohio Railroad 
and Electric Line from Washington 

This sanitarium under experienced management 
offers superior advantages for the treatment of 
patients suffering from Nervous and mild Mental Dis- 
eases, and for elderly persons needing skilled care and 
nursing; combining the equipment of a modern Psyco- 
pathic Hospital with the appointments of a refined 
home. The Hydrotherapy Departments is complete in 
every detail including the Nauheim Baths for Arterio- 
sclerosis, Heart and Kidney Diseases. 


OR. E. L. BULLARD, Physician-in-Charge 


OXFORD RETREAT 


OXFORD, OHIO 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 
FOR MEN AND WOMEN 


96 Acre Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 Miles 
from Cincinnati, on C.H.&D. R.R. 

10 Trains Daily. 


THE PINES 
An Annex for Nervous Women 
Write for Descriptive Circular 


HARVEY COOK, M.D., Physician-in-Chief 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at 
moderate 


VON ORMY COTTAGE SANATORIUM Fo Treatment of Taber 


W. R. GASTON, Manager F. C. COOL, Assistant Manager R. G. McCORKLE, M.D., Medical Director 


rates. For booklet and other information please address the manager. 
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ST. ELIZABETH’S HOSPITAL 


Richmond, Va. 


MEDICINE AND SURGERY CONDUCTED UNDER THE GROUP SYSTEM 


Staff 
J. Shelton Horsley, M.D............. Surgery and Gynecology 


Margaret Tholens, B.A... Clinical Pathology 


Nellie H. Van Dyke, B.S 
Administration 


Dr. J. F. Yarbrough’s 
Private Sanatorium 


COLUMBIA, ALA. 


Gastrointestinal Diseases, Pellagra, 
Chronic Rheumatism, “Bright’s Disease,”’ 
Diabetes (Allen Method). 

Adequate Night Nursing Service Maintained. 


CONSULTING STAFF. ie 


Dr. Alfred Smith Frazier, F.A.C.S., Dothan, Ala, 
Dr. Ross H. Mooty, B.S., M. D., Columbia, Ala. 

, Reference: The profession of Houston County. 
THE HOSPITAL—30 ROOMS Dr. S. W. Welch, Montgomery, Ala. | | 


CURRAN POPE A. THRUSTON POPE 


MODERN up-to-date, private Infirmary equipped with steam heat, electric lights, electric 
_ fans, modern plumbing and superior furnishings. Solicits all cases of functional and 
organic nervous diseases, disease of the stomach and intestines, rheumatism, gout and uric acid 
espe drug habits and alcoholism. Bed-ridden cases not received without previous arrange- 
ment. 


Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, Sinusoidal, High Fre- 
quency, Leucodescent and Arc Light, and X-ray treatments given by competent physl- 
clans and nurses, under the immediate supervision of the Medicai Superintendent. Special 
laboratory facilities for diagnosis by urine, blood, blood serum, sputum, gastric Juice, 
duodenal tube and X-ray. Recreation hall with pool and billiards for free use of patients. 
Rates include treatment, board, medical attention and general nursing. The Sanatorium is 
supplied from Pope Farm with vegetables, fruit, poultry, and eggs, also milk, cream, butter and 
buttermilk from its herd of registered Jerseys. 


THE POPE SANATORIUM 


Long Distance Phones ( Incorporated LOUISVILLE, KENTUCKY 
CUMB. M. 2122 HOME 2122 Established 1890 115 West Chestnut 8 


° q 
q 
4 
922 
i 
q 
a 
H 
ag 


SOUTHERN MEDICAL JOURNAL May 1922 


| OKLAHOMA CITY 
| CLINIC 


nd 


WESLEY HOSPITAL 


FULLY EQUIPPED FOR CO-OPERATIVE 
DIAGNOSIS, MEDICINE AND SURGERY 


CLINICAL, PATHOLOGICAL AND CHEMICAL -RA 1 
’ LABORATORY | wen OF | X-RAY DIAGNOSIS 
Completely equipped in all departments. | ._ An up-to-date Ra- 
PARTIAL FEE TABLE Dr. A. L, Blesh diological Laboratory, 
Wassermann $ 5.00 Dr. W. W. Rucks including Buckey Dia- 
Autogenous Vaccines 5.00 Dr. M. E. Stout phragm and all mod- 
Tissue Diagnosis 5.00 Dr. J. Z. Mraz ern equipment. 
Blood Smears. ........... 2.50 Dr. W. H. Bailey Especially prepared 
Sputum. ............ 2.50 Dr. D, D. Paulus for gastro intestinal 
Blood Chemical Tests, single................ 3.00 Dr. J. C. Macdonald and renal studies. 
Blood Chemical Tests, comulete 20.00 | 
Pasteur Treatment, 21 doses.............. .. 25.00 
Daily Wassermann “runs” except Sunday, R A D ] U M 
FREE: Bleeding tubes, sterile containers, cul- 
ture media, instructions for collecting and mail- 
ing specimens. 


Address all communications to Wesley Hospital, 12th and Harvey Sts., Oklahoma City, Oklahoma 


allace-Somerville Sanitarium 


SUCCEEDING THE PETTEY & WALLACE SANITARIUM | 


MEMPHIS, TENN. 
WALTER R. WALLACE, M.D. WILLIAM G. SOMERVILLE, M.D. 
FOR THE TREATMENT OF 


Drug Addiction, Alcoholism, Mental and Nervous Diseases 


Located in the Eastern suburbs of the city. Sixteen acres of beautiful grounds. 
All equipment for care of patients admitted. 
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Physicians in Charge. 


MAY LOWE, R.N. 
Supt. of Nurses. 


Alcoholic and Drug Habituation. 


APPALACHIAN HALL 


ASHEVILLE, N. C. 


ADVISORY BOARD: 
Cc. V. Reynolds, M.D. 
M. H, Fietcher, M.D. 
Cc. L. Minor, M.D. 
W. L. Dunn, M.D. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all- 
the-year-round health resorts of the world, where climate, air, water and scenery 
are unsurpassed. Five separate buildings, thoroughly modern, afford ample 
facilities for the classification and separation of patients. 


Treatment is limited: to Nervous: and Mental Diseases, Selected Cases. of 


Hydro-therapy, Electro-therapy, Occupational-therapy and Massage exten- 
sively used. The two physicians in charge reside in the Institution and devote 
their entire time to the care and treatment of the patients. 

For information and booklet write Drs. Griffin and Griffin. 


Hospital For General Diag- 
nosis and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of body metabolism and its relation to 
diseased conditions is emphasized. 


The co-operation of physicians is invited. It is the 
policy of this Hospital to return patients to their 
home and family physician for treatment, at the 
earliest possible moment, after a diagnosis is 
made. Only at the request of the patient’s physi- 
cian will any case be kept in the Hospital beyond 
the necessary period of observation. 


A complete staff of skilled specialists in co-opera- 
tion. 


For further particulars regarding rates, etc., write 
DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 
“Norway” Hospital for General Diagnosis and 
Nervous Diseases. 


THE TORBETT SANATORIUM AND 
DIAGNOSTIC CLINICS 


With The Majestic 
Hotel and Bath 
House and The 

Bethesda Bath 
House 


One Hundred Twentv-five Beds. 
Sixty-four Quick Filling Tubs. 

A modern institution equipped with all the latest 
laboratory, X-ray, dietetics and physio-therapy meth- 
ods used in the diagnosis and treatment of chronic 
diseases. A graduate doctor in charge of each de- 
partment—thus utilizing group work. Marlin hot 
water is similar to the famous Carlsbad. 


STAFF. 
J. W. Torbett, B.S., M.D., Supt., Diagnosis and In- 
ternal Medicine. 
O. Torbett, Ph.G., M.D., Asst. Supt., Diagnosis and 
Internal Medicine. 
W. K. Logsdon, M.D., Syphilology, Urology and 
Dermatology. 
Edgar P. Hutchings, M.D., Eye, Ear, Nose and Throat. 
J. B. White, Ph.C., M.D., Roentgenology and Gastro- 
enterology. 
F. A. York, M.D., Medical Gynecology and General 
Medicine. 
Emma Beck, M.D., Pathology. 
S. P. Rice, M.D., Obstetrics and General Practice. 
L. P. Robertson, D.D.S. 
H. H. Robertson, D.D.S. 
Miss Winifred Spruce, R.N., Supt., and Dietetics. 
Miss Lina Elder, R.N., Asst. 
For further information write for folder to 


TORBETT SANATORIUM, MARLIN, TEXAS. 
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STUART CIRCLE HOSPITAL 


RICHMOND, VA. 


ESTABLISHED IN 1913 AS A 
DEPARTMENTAL CO-OPERATIVE 


GROUP HOSPITAL 


SURGERY: MEDICINE: 


Stuart N. Michaux, M.D. 
Charles R. Robins, M.D. 


OBSTETRICS: 


Greer Baughman, M.D. 
Ben H. Gray, M.D. 


Alex. G. Brown, Jr., M.D. 
Manfred Call, M.D. 


OPHTHALMOLOGY, OTO-LARYNGOLOGY: 


Clifton M. Miller, M.D. 
R. H. Wright, M.D. 


NEW-FIFTY-BED-ADDITION 


COMPLETE PATHOLOICAL AND ROENTGENOLOGICAL 
LABORATORIES 


TRAINING SCHOOL FOR NURSES 
ONLY HIGH SCHOOL GRADUATES ADMITTED 


ROSE ZIMMERN VAN VORT, R. N,, 
Superintendent. 
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-DAVIS-FISCHER SANATORIUM 


25-27 East Linden Avenue 
ATLANTA, GEORGIA 


Two modern fire- 
DAVIS- FISCHER - SANATORIUM proof buildings, ca- 
pacity of twohundred 
beds, confined to sur- 
gical, gynecological, 
medical and obstetri- 
cal cases. No mental 
or alcoholic cases ad- 
mitted. Laboratories 
are complete for all 
diagnostic examina- 
tions. Training 
school for nurses. 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addictions and Nervous Invalides Needing Rest and Recuperation 


Established 1903. Strictly ethical. Location delightful summer and winter. Approved 
diagnostic and therapeutic methods, Modern clinical laboratory. 7 bulldings, each 
with separate lawns, each featuring a small separate sanitarium, affording wholesome 
restfulness and recreation, in doors and out doors, tactful nursing and homelike com- 
forts. Bath rooms en suite, 100 rooms, large galleries, modern equipments, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful park, Government 
Post grounds and Country Ciub. 
T. L. Moody, M.D., Supt and Res. Physican, 
J. A. McIntosh, M.D., Res. Physican. Cc. W. Stevenson, M.D., Res. Physican. 
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Altitude 1850 Feet Mild Winters Breezy Summers Abundant Sunshine 


THE CORNICK SANATORIUM- —For Pulmonary Tuberculosis 


BOYD CORNICK, M.D., Medical Director. C. R. TREAT, Associate and Supt. SAN ANGELO, TEXAS 


An institution for the care and treatment of early stage cases of pulmonary tuberculosis, Patients 
without reasonable prospects of an arrest of the disease are not received. Applicants from a distance 
admitted only after preliminary correspondence with their family physician. FOR RATES AND OTHER 
INFORMATION, ADDRESS THE MEDICAL DIRECTOR. 


THE SARAH LEIGH HOSPITAL 


NORFOLK, VA. 
The Staff combined under Group System in 1919, and the equipment greatly improved with the most up-to-date 
facilities for thorough Diagnosis, and Surgical, Radium and Medical Treatment. Capacity, eighty-five beds. 


STAFF 
8. B. Whitlock, M.D. 


Southgate Leigh, M.D., F.A.C.S. 
Surgerv and Gynecology. 
James H. Culpepper, M.D. 
Surgery and Orthopedic Surgery. 
Stanley H. Graves, M.D., F.A.C.S. 
Genito-Urinary and Rectal Diseases. 
Frederick C. Rinker, B.A., M.D. 
Internul Medicine and Diagnosis. 
Harry Harrison, M.D. 
Internal Medicine and N-O Anaesthesia. 


Roentgenologist. 

G. Bentley Byrd, M.D. 
bstetrics. 

Daphne Conover, B.A. 

Pathologist and Laboratory Technician. 
L. L. Odom, R.N. 

Superintendent. 
8S. S. Preston, R.N. 

Assistant Superintendent. 


TRAINING SCHOOL FOR NURSES 


Greensboro, 


Glenwood Park Sanitarium, yoni 


SUCCEEDING TELFAIR SANITARIUM 


The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. 

CLASS OF PATIENTS—Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 
any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 
habits, and the restoration to normal conditions, by the use of regular and wholesome diet, pure air, 
—_, and exercise, with such other remedies as are calculated to assist nature in the work of 
restoration. 

Special attention is given to the use of electricity. Twenty years’ experience has proven it invaluable 
tm cases of nervous prostration, incipient paralysis, insomnia, the opium and whiskey habits, and those 
nervous affections due to uterine or ovarian disorders. 

For further particulars and terms, address W. C. ASHWORTH, M.D., Superintendent. 
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BLACKMAN SANITARIUM 


DISORDERS OF NUTRITION AND ELIMINATION 
HEART-ARTERY-KIDNEY AFFECTIONS 


172 CAPITOL AVENUE 
ATLANTA, GEORGIA 


Hydro-Electro-Therapeutic, Dietetic, 
Medical 


Two of its features: 


— of Diabetes. (Allen Meth- 
Rest and Fattening Cure. 
(5 Ibs. per week) 


Rates, $35 to $50 per week. 
Good Cuisine. 


Homelike resort atmosphere. 
Laboratory facilities. 


Modern Equipment. 


For information and reprints address 
W. W. BLACKMAN, M. D. 


THE WATAUGA SANITARIUM 3 


RIDGETOP, TENNESSEE. 


For Tuberculosis in any 
Form. 


STAFF: 
Dr. Wm. Litterer 
Dr. W. A. Bryan 
Dr. O. N. Bryan 
Dr. G. C. Savage 
Dr. J. M. King 
Dr. W. W. Winters 
Dr. H. S. Shoulders 


19 miles North of Nashville, 
Henderson Division 
of L. & N. Ry. 


Location ideal, elevation 1,000 feet, buildings modern; hot and cold water, gas lights, perfect sewerage 
and excellent water supply. Tuberculins and vaccines administered in suitable cases. X-Ray Diagnosis. 


Heliotherapy. Rates very reasonable. 
Inquiries appreciated. Illustrated booklet on application. 


DR. W. S. RUDE, Medical Director. RIDGETOP, TENN. 
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1547 West Main St. 


West Main Maternity Sanitarium 


A Private Sanitarium and Lying in Hospital for the care and protection of young women during 
pregnancy, confinement and gynecological treatment. 


A NURSERY FOR THE PROPER CARE OF BABIES. 


Patients accepted any time during gestation. Adoption of baby when arranged for. 
Open to all ethical physicians. For further particulars, address, 


SUPERINTENDENT 
OKLAHOMA CITY, OKLA. 


M. H. NEWMAN, B. Sc., M. D., Medical Director 


Phone Maple 0455 


JOHN J. GEISEN, M.D. 


. C. KING, M.D. 


ST. ALBANS SANATORIUM, Inc.°% 33237 


RADFORD, VIRGINIA 


The Hydrotherapy Department is ged in every 
detail. Continuous Nauheim and Tonic 

Special emphasis given to Rest, Diet, Gocupation, 
Massage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private Sana- 
torium for the diagnosis and treatment of chronie 
medical, nervous and mild mental disorders. It is sit- 
uated 2,000 feet above sea level in the famous blue 
grass region of Virginia. There are two large colonial 
Sick buildings connected by a sun parlor 105 feet long. 
Rooms single or en suite, with or without private 
baths. Accommodations for fifty patients. Mo 
and approved methods used in every department. The 
pnt aeell are specially trained to care for nervous 
patients. 


For details write for descriptive pamphlet. 


The Thompson Sanatorium 


For the treatment and education of tubercu- 
lous patients. Seventy-five miles northwest of 
and twelve hundred feet higher than 
Antonio. Mild winters, cool breezy summe' 
Hospital Building and Hollow “Tile Cottages 
with modern conveniences. Beautiful mountain 
scenery. Prices moderate. Trained nurses. 


SAM E. THOMPSON, M.D. 


Superintendent and Medical Director 


H. Y. SWAYZE, M.D. 


Associate Medical Director 
KERRVILLE, TEXAS 


The Ella Oliver Refuge 


A refined Christian home for the care and pro- 
tection of unfortunate girls during pregnancy 
and confinement. 


Under the auspices of the Womens and Young 
Women’s Christian Association of this city. 


Adoption of babies arranged for when desired. 


Patients may have house physician or any 
other ethical physician. 


Charges very reasonable. 

Strictest privacy is maintained. 

For folder and further information, address 
ELLA REFUGE, 


Walker Ave., 
Phone—Walinut 639. Memphis, Tenn. 


The Volapathic Institute 


CINCINNATI 


An ethical sanitarium for the treatment of 
alcohol and drug addiction patients of the 
higher type, whose restoration will be of benefit 
to society. Location in quiet residence section. 
Our treatment has been most successful. 
Circular and rates upon request. 


846 Beecher St., P. O. Box 825. 
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Dr. Brawner’s Sanitarium 
ATLANTA, GEORGIA 

For the treatment of Nervous and Mental Diseases, 
General Invalidism and Drug Addictions. Separate 
Department for the Custodial Care ef Chronic Cases. 
The Sanitarium is located on the Marietta Car Lin 
10 miles from the center of the City, near a beau 
suburb, Smyrna, Ga. Grounds comprise 80 acres 
Buildings are steam heated, electrically lighted, and 
many rooms have 


Acute cases $35.00 to $55.0 a per week. 
— Cases for custodial care $20.00 to $35.00 per 
week, 
Reference: The Medical Profession of Atlanta. 
DR. JAS. N. BRAWNER, Medical Director 
DR. ALBERT F. Res. Physician 
ice 


City O 
702 Grant Bldg. ATLANTA, GA. 


ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 978, FORT WORTH, TEXAS 


For Nervous Diseases and 
Selected Cases of Mental Dis- 
eases. 

(Incorporated under laws of 
Texas) 


WILMER L. ALLISON, M.D, 
Resident Physician 
BRUCE ALLISON, M.D. 
Resident Physician 
R. H. NEEDHAM, M.D. 
Resident Physician 
JAS. D. BOZEMAN, M.D. 
Resident Physician 


City View 


Sanitarium 


(Established 1907) 
JOHN W. STEVENS, M.D. 
Physician-in-Charge 
Telephone Main 2928 
Raral Route No. 1 Nashville, Tennessee 


For the Treatment of MENTAL and 
DISEASES and ADDIC- 


New Fifty-Room Department completed January, 
1915. Now have two new buildings, one for 
sex. A thoroughly modern and fully re 
private hospital, operating under state license. 
rge, commodious buildings offering accommo- 
dations to meet the desires of the most exacting. 
Situated out of town in a quiet, secluded place. 
Large, shady grounds. Specially trained nurses. 
Two resident physicians. Capacity 65. References: 
Medical Profession of Nashville. 
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The Buie Clinic and Marlin 


Sanitarium-Bath House 


The Arlington Hotel 


MARLIN, TEXAS 


A thoroughly modern institution for chronic diseases. Capacity of Clinic and Bath recently doubled, install- 
ing every modern convenience and improvement. Using Marlin’s famous hot mineral waters and all approved 
methods of diagnosis and treatments. Marlin waters are similar in analysis to those of the leading spas of 
Europe, coming from a depth of 3400 feet, temperature 147 F. A daily bath capacity of 800. The following 
departments are maintained: Internal Medicine, Diagnosis, Urology, Syphilology, Pathology, Roentgenology, 
Dietetics, Electro-therapy, Eye, Ear, Nose‘and Throat and Hydrotherapy. 


N. D. Buie, M.D., Supt. and Diagnosis, 

F. H. Shaw, M.D., Asst. Supt. and Gyne- 
cology, 

Aug. J. Streit, M.D., Eye, Ear, Nose and 

Throat, 


L. M. Smith, M.D., Urology and Syphilology, 
S. S. Munger, M.D., Roentgenology, 

O. T. Bundy, M.D., Internal Medicine, 

H. S. Garrett, M.D., Internal Medicine, 

Iva Lee Bouslough, M.D., Pathology, 

T. W. Foster, D.D.S. 


The Baker 


Sanatorium 


Colonial Lake 
Charleston, S. C. 


A new and thor- 
oughly equipped 
hospital for the care 
of Surgical patients. 


ARCHIBALD BAKER, M.D., F.A.C.S. 
Surgeon in Charge 
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LYNNHURST SANITARIUM 


FOR NERVOUS DISEASES AND MILD MENTAL DISORDERS. 


Situated in the suburbs of Memphis in a natural park comprising 28 acres of beautiful woodland and orna- 
mental shrubbery. Modern and approved methods in construction and equipment. Sanitary plumbing, 


low-pressure steam heat, electric light, fire protection and an abundance of pure water. The elegance 
and comforts of a well appointed home. Rooms singie or en suite with private bath. Facilities for 
giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced nurses 


and house Physician. An improved treatment for Opium-) orphin Addiction. 


S. T. RUCKER, M.D., Director Medical Department. 


Memphis, Tenn. Bell Telephone Connections 


KENILWORTH SANITARIUM 


KENILWORTH, ILLINOIS 
(Established 1905) 

(C. & N. W. Railway, Six Miles North of Chicago.) 
Built and equipped for the treatment of nervous and mental 

diseases. Approved diagnostic and therapeutics methods. 
An adequate night nursing service maintained. Sound proof 
rooms with forced ventilation. Elegant appointments. Bath 
rooms en suite, steam heating, electric lighting, electric eleva- 


tor. 
Resident Medical Staff: 
Minta P. Kemp, M.D. Sherman Brown, M.D. 
Sanger Brown, M.D. 
Consultation by appointment 
All correspondence should be addressed to 
Kenilworth Sanitarium Kenilworth, Il. 


For the Care and Treatment of 
NERVOUS DISEASES 
Building Absolutely Fireproof 
BYRON M. CAPLES, M. D., Supt. 
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HILLCREST MANOR 


ASHEVILLE, N. C. 
LOUIS E. BISCH, M.D., Ph.D. 
(Resident Medical Director) 


Sanitarium 
Devoted to the Scientific Treatment of Organic and Functional Nervous 


A thorough, detailed, individual examination and study made of each patient. All 
the latest methods of psychotherapy employed—including psychoanalysis. Trained, 
graduate nursing—large, airy, cheerful rooms—the seclusiveness of seventeen acres 0 
wooded hills with lawns, orchards, and vineyard—wholesome food, cooked under super- 
vision of a dietititian—a congenial, restful atmosphere in an up-to-date building—air, 
water, climate and scenery unsurpassed. 


Patients are Examined for Admission to Hillcrest Manor 
At the City Offices 
Suite 206-208 Haywood Building 
Asheville, N. C. 


(Positively no Insane or Tuberculear Persons are Admitted) 


Ghe W/ 


An ethical seclusion maternity home and hospital 
for unfortunate young women. Péatients accepted § 
any time during gestation. Adoption of babies when 
arranged for. Prices reasonable. Write for 90- 


page illustrated booklet. 


SAS CITY 
Main ST. Ghe Willows MISSOURI 


Diseases. 
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DR. SEALE HARRIS’ DIETETIC INFIRMARY 
BIRMINGHAM, ALABAMA 


“For the Diagnosis and 
the Dietetic, Medical 
and Educational Treat- 
ment of Diseases of the 
Stomach and Intestines 
and of Nutrition.” 


Convalescent Surgical Patients are accepted. Functional nervous patients for whom diet and 
health instruction are necessary are particularly desired. No typhoid, tuberculosis or other 
infectious cases will be accepted. A delightful environment free from the annoyances of 4 
general hospital, on Birmingham’s most beautiful boulevard. 


For further information address Dr. Seale Harris’ Dietetic Infirmary, 2234 Highland Avenue, 
or Dr. Seale Harris. 804-808 Empire Building, Birmingham, Alabama. 


The Tucker Sanatorium, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium of Dr. Beverley R. Tucker 


The Tucker Sanatorium is for the treatment of nerv- 
ous diseases. Insane and acute alcoholic cases are not 
taken. The Sanatorium is large and bright, surrounded 
by a lawn and shady walks and large verandas. It is 
situated in the best part of Richmond and is thoroughly 
and modernly equipped. There are departments for 
massage, medicinal exercises, hydrotherapy, occupation 
and electricity. The nurses are especially trained in the 
care of nervous cases, 


CHAS. M. HENDRICKS 
J. W. LAWS 
Medical Directors 


ROY C. YOUNG 
Asst. Medical Director 


HENDRICKS - LAWS SANATORIUM, one or te most modera 


and thoroughly equipped 


the treatment of tubercu- 
s losis. High-class accom- 
, modations. Fireproof con- 
struction. _ Individual 
sleeping porches. Excel- 
lent cuisine. Altitude 4000 
feet. Climate ideal all of 
the year. For further in- 
formation, address 


M. R. HARVEY 
President 


F OR TUBERCULOSIS private institutions for 
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The Cincinnati Sanitarium 


Inc. 1873 


For Mental and Nervous Diseases. 
A strictly modern hospitil fully 
equipped for the scientific treat- 
ment of nervous and metal aifec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 
F. W. Langdon, M.D., 
Visit. Consultant 
Egbert W. Fell, M.D., 
Medical Director 
H. P. COLLINS, Business Manager Ottis Like, M.D.. 
Box No. 4, College Hill Associate Medical Director 
CINCINNATI, OHIO ; 


“REST COTTAGE” College Hill, Cincinnati, Ohio 


For purely 
nervous cases, 
nutritional er - 
rors and = con- 
valescents. 


Completely 
equipped for hy- 
drotherapy, 
massages, etc. 

Cuisine to 
meet individual 
needs. 


F. W. Langdon, 
M.D., Visiting 
Consultant 

Egbert W. Fell, 
M.D., Medical 
Director 

Ottis Like, M.D., 
Associate 
Medical Di- 
rector 


H. P. Collins, 


Business Man- 
ager. 
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Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 


DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
ON NOVEMBER FIFTEENTH OF AN ADDITION TO THE INSTI- 
TUTION OF TWO BRICK BUILDINGS—ONE FOR MEN AND 
ANOTHER FOR WOMEN. 
= HE PLANT now consists of nine separate buildings situated in the midst of grounds which 
embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 
walks and drives, and the institution affords the quietness and serenity of the country 
within sight of the city. 
Rooms may be had single or en suite, with or without private baths. Small cottages, suitable 
for one patient, are also available. 
Treatment is limited to Nervous Disorders, Mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 
Life in the out-of-doors, combined with properly selected work for each patient, constitutes 
an important therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 
BOOKLET UPON REQUEST 


gShortle’s Albuquerque Sanatorium 
FOR TUBERCULOSIS 


ALBUQUERQUE, - - NEW MEXICO 


Altitude 5,100 Feet. Rates Moderate. Climatic 
Conditions Unsurpassed. 


A private sanatorium where the closest persoral attention is 
given each patient. Complete laboratory and X-Ray equipment 
for diagnostic purposes. Compression of the lung and sun-bath 
treatment after the methods of Rollier. Steam heat, hot and cold 
j water, electric l.ghts, call bells, local and long distance tele- 
phones and private porches for each room. Bungalows if desired. 

Situated but 1 1-2 miles from Albuquerque, the largest city 
and best market of New Mexico, permits of excellent meals and 
service at moderate price. Write for Booklet B. 


A. G. Shortie, M.D., Medical Director 


Pottenger Sanatorium, enon aes For Diseases of the Lungs and Throat 


F. M. Pottenger, A.M., M.D., LL.D., 
’ Med. Director. 


i J. E. Pottenger, A.B., M.D., Asst. Med. 
Director and Chief of Laboratory. 


Situated in a beautiful park on the 
southern slope of the Sierra M: 

Mountains. Magnificent valley and 
mountain views. Elevation 1000 feet. 
Winters delightful, summers cool and 
pleasant. Rooms and bungalows with 
modern conveniences. Thoroughly 
equipped for the scientific treatment of 
tuberculosis. Competent staff. Close 
personal attention. Excellent cuisine, 
Near Los Angeles and Pasadena. 


— Los Angeles Office: 1100-1103 Title In- 
Address POTTENGER SANATORIUM, Monrovia, Calif.,for particulars. surance Bidg., 5th and Spring Sts. 
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RADIUM THERAPY THE 
in connection with M A RTIN 
NEWELL & NEWELL CLINIC 


e | 
nitar! | Dugan-Stuart Bldg. 
Sa ta _— HOT SPRINGS, ARK. 


705-707 Walnut St., Chattanooga, Tenn. 


DR. E. A. PURDUM 


| Chief of Staff 
An ample supply of Radium for the treat- 


ment of all conditions in which Radium is DR. W. G. KLUGH 
indicated. DR. W. F. PORTER 
DR. P. Z. BROWNE 
SANITARIUM STAFF DR. C. W. JENNINGS 
E. T. Newell, M.D. W. J. FORD 
E. D. Newell, M.D. Roentgenology 
G. P. Haymore, M.D. 
T. C. Crowell, M.D. C. W. ABEL 
J. Marsh Frere, M.D. Clinical Pathology 


Washington Radium & X-Ray 
Laboratory 


WASHINGTON, D. C. 


For the treatment of all lymphatic, malignant, and benign lesions 
in which Radium, massive doses of X-ray and Fulguration have 
been recommended. 


Address 


DR. C. AUGUSTUS SIMPSON, 
1610 20th Street, N. W., Washington, D. C. 
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ATLANTA RADIUM AND X-RAY LABORATORY 


Doctors’ Building, 436 Peachtree Street 
ATLANTA, GA. 


Radium and X-Ray Therapy 
Wm. H. HAILEY, M. D. 


COSBY SWANSON, M. D. 


DR. TOEPEL’S 
INSTITUTE FOR DEFORMED 


78 FORREST AVENUE ATLANTA, GAe 


Equipped for the Treatment of Underdeveloped and Paralyzed Muscles and for 
the Conservative Correction of Deformities. 


For further information address 


THEODORE TOEPEL. Dr. MED., DIRECTOR 


RADIUM AND X-RAY LABORATORY 


425-429 Woodward Building 
BIRMINGHAM, ALA. 


For the treatment of MALIGNANT and BENIGN conditions, 
in which the use of Radium and ALLIED MEASURES has been 


definitely established. 


Address: 
Dr. WALTER A. WEED, Director 


425 Woodward Building, Birmingham, Alabama 
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The Southern Radium Clinic, Inc. 


CUSHACHS BUILDING 
NEW ORLEANS, LOUISIANA 


BERNHARD STAFF 


DR. ANSEL M. CAINE 
DR. PETER GRAFFAGNINO 
DR, J. RAYMOND HUME 


ADDRESS COMMUNICATIONS TO 


DR. HENRY LEIDENHEIMER 
DR. THOMAS B. SELLERS 
DR. PAUL T. TALBOT 
DR. H. W. E. WALTHER 
DR. ARTHUR LEE WHITMIRE 


DR. CHAS. H. VOSS, Radio-Therapist 


HERMAN KNAPP MEMORIAL EYE HOSPITAL 
SCHOOL OF OPHTHALMOLOGY 


A six months course is open to qualified medical 
practitioners. The first three months are devoted 
to all-day instruction in the following subjects: 


1. Daily Clinics in Dis- 6. External Diseases of 


7 1 Opti 
; . Physiological Optics 
8. Operative Surgery 
8. Ophthalmological 9. Pathology 
Quiz 10. Ophthalmological 
4. Muscular Anomalies Neurology 


5. Ophthalmoscopy 11. Diagnosis 
During the second three months practical instruc- 
tion is given in the Hospital and Clinic. A new 
course starts October, January, April and July. A 
vacancy occurs on the House Staff Jan. 1, 1923. 
DR. GERALD H. GROUT, Secretary 
500 West 57th St., New York City, N. Y. 


The New York Skin and Cancer Hospital 


SPECIAL POST GRADUATE INSTRUCTION 
For Graduates in Medicine 
Will be given as follows: 
and treatment of diseases of the skin. 
2—Instruction in syphilis—diagnosis, laboratory 
work and treatment. 
3—Instruction in X-Ray Therapy. 
4—Laboratory instruction in the pathology of 
skin diseases and new growths, including clin- 
ical methods for the demonstration of the 
commoner parasites. 
5—Hospital and dispensary instruction in the 
surgical treatment of cancer. 


Apply to Superintendent 
301 E. Nineteenth Street, NEW YORK CITY 


RADIUM AND X-RAY 
LABORATORY 


in Connection With 
DRS. GAMBLE BROS., 
MONTGOMERY & CO. 


Greenville, Miss. 


A thoroughly equipped X-Ray 
Laboratory and an ample supply of 
Radium for the treatment of all con- 
ditions in which Radium is indicated. 


Address all communications to 
DR. ROBT. C. FINLAY, Director, 


Greenville, Miss. 


UNIVERSITY OF LOUISVILLE 


MEDICAL DEPARTMENT 


Eighty-fourth Annual Session begins 
Sept. 20, 1921. Entrance requirements for 
the 1921-22 session—two years of College 
work including Physics, Chemistry, Biology 
and English, in addition to the fifteen units’ 
work in an accredited, standard high-school. 


The two-year premedical course of in- 
struction is given in the Academic Depart- 
ment of the University. A combined B.S., 
M.D. degree granted after two years of 
study in College of Arts and Sciences and 
four years in Medical Department. 


Well equipped laboratories under full- 
time teachers; Clinical work in the New 
Million-Dollar City Hospital. All-time 
teachers in Clinical Medicine and Surgery. 
Co-educational. For further information 
and catalogue, address the Dean. 


HENRY ENOS.TULEY, M.D., 
Louisville, Ky. 
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Post-Graduate Courses for Practitioners 
Offered By 


WASHINGTON UNIVERSITY SCHOOL OF MEDICINE 
St. Louis, Mo. 


Post-graduate instruction will be offered, be- 
ginning April 24, 1922, in internal medicine, gen- 
eral surgery, obstetrics, gynecology, pediatrics, 
orthopedic surgery, genito-urinary surgery, neu- 
rology, dermatology, ophthalmology, laryngology 
and rhinology, otology, and current medical lit- 
erature. Courses run from four weeks to one 
year; fees range from $25 to $500. For full in- 
formation, address 


THE DEAN, WASHINGTON UNIVERSITY 
SCHOOL OF MEDICINE, 


St. Louis, Mo. 


Medical College of Virginia 


UNIVERSITY COLLEGE OF MEDICINE 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Medicine-Dentistry-Pharmacy 


STUART McGUIRE, M.D., Dean 

New college building, completely equipped and 
modern laboratories. Extensive Dispensary service. 
Hospital facilities furnish 400 clinical beds; individ- 
ual instruction; experienced faculty; practical cur- 
riculum. For catalogue or information address 

J. R. McCAULEY, Secretary 

1140 E. Clay Street Richmond, Virginia 


The Graduate School of Medicine 


of the 


University of Alabama 


Announces special courses 


In Medical and Surgical Diagnosis 


For further information address the Dean 


JAMES S. McLESTER, M. D. Dean 
930 South 20th Street 
BIRMINGHAM 


which clinical teaching is done. 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 


AND 


COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two yearsof college work, including modern languages. 
Chemistry, Biology and Physics, in addition to an approved four year high school course. 


Facilities for Teaching—Abundant laboratory space and equipment. z é 
hospitals absolutely controlled by the faculty and several hospitals devoted to specialties, in 


Two large general 


The next regular session will open October 1, 1921. 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 
Baltimore, Md. 


JAMES M. BATCHELOR, M.D., President. 


LOYOLA POST-GRADUATE SCHOOL OF MEDICINE 


New Orleans, La. 


Combining New Orleans Post-Graduate School of Medicine. 
Louisiana Post-Graduate School of Medicine. 


Offers courses in al] branches of medicine and surgery. 
Special facilities for courses in the Eye, and the Ear, Nose and Throat. 


Faculty numbering over eighty. Abundant cadaveric material. : ; 
Unlimited clinical material in all the hospitals of New Orleans, the medical metropolis of the 


South. 
Students admitted to all courses throughout the year. 


Address all Communications to the Secretary, 1533 Tulane Ave., New Orleans, La. 


JOSEPH A. DANNA, M.D., Secretary. 
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ARE YOU SPECIFYING 
H. W. & D. Prescription Specialties? 


LUTEIN—Corpus Luteum 
(Tablets, Powder and Sterile Solution Ampules) 


WHOLE OVARY and OVARIAN RESIDUE 
(Tablets, Powder and Sterile Solution Ampules) 


THYROID GLANDS, DESICCATED, U. S. P. 
(1/10, 1/4, 1/2, 1 and 2 gr. tablets; and powder) 


BULGARA, ENTERIC GLYCOTAURO, and BENZYL SUCCIN ATE 
(Tablets) 


SOLUTION OF BENZYL BENZOATE MISCIBLE and GLOBULES of 
BENZYL BENZOATE 


MERCUROCHROME—220 SOLUBLE 


(Tablets and Powder for preparing solutions) 
H. W. & D.—Specify in Writing—H. W. & D. 
Information on Request. 


HYNSON, WESTCOTT & DUNNING 


BALTIMORE 


The Endocrines, Digestive Ferments, 
Catgut Ligatures, etc. 


HE ARMOUR LABORATORY is maintained for the purpose of 

handling the glands, membranes and other raw materials sup- 
plied by our abattoirs in immense quantities, from which important 
therapeutic agents are extracted and fabricated. 


Among the products that the physicians and surgeons use daily are: 


Corpus Luteum; Suprarenals, U. S. Suprarenalin Solution 1:1000; Su- 
P.; Parathyroids; Pituitary, prarenalin Ointment 1:1000; 
Whole Gland; Pituitary, Ante- Pepsin, U.S. P.; Pancreatin, U. 
rior; Pituitary, Posterior; and S. P.; and other preparations of 
other glandular substances in LABORATORY the Digestive Ferments that are 


po. and tabs. Pituitary Liquid \ PRODUCTS y used in stomachic and intestinal 


in 1 cc and % « c. am- disorders and as vehicles for nau- 
poules. seating drugs. 
We also make Sterile Surgical Catgut Ligatures, plain and chromic, boilable; and 
Iodized Ligatures, nonboilable. {/l‘he Armour ligatures are made from Lambs’ 
gut, selected especially for surgical purposes and sterilized at opportune stages in 
such manner as to preclude the possibility of contamination in the finished strings. 
We are headquarters for the Organotherapeutic Agents and 
are always glad to co-operate with the medical profession 


ARMOUR COMPANY 
CHICAGO, U.S. A. 
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TROPICAL DISEASES AND PUBLIC HEALTH 
SYMPOSIUM ON MALARIA 


DIFFICULTIES AND ERRORS BE- 
FORE AND AFTER ANTI-MALA- 
RIA CAMPAIGNS*+ 


By C. C. Bass, M.D., 
New Orleans, La. 


The difficulties and errors before and 
after anti-malaria campaigns are so nu- 
merous that only a few of the more im- 
portant ones can be pointed out and 
briefly discussed in the time at our dis- 
posal. 

These difficulties and errors vary con- 
siderably in their relative importance and 
in their solution or the manner in which 
they may be avoided, with (1) the extent 
of the campaign, (2) the character of 
country and kind of people to be dealt 
with, and (3) the anti-malaria activities 
that are to be carried out. The campaign 
may involve only a small area like a 
small town or village; a small rural com- 
munity; a much larger area, including, 
perhaps, towns or villages and rural com- 
munities; a whole county or possibly a 
group of counties. If a town, it may be 
well located with regard to mosquito con- 
trol measures and the people may be 
progressive and receptive, or the reverse 
of either may be true. If a larger rural 
area, the country may be well developed 
and have good natural drainage, or these 
conditions may be reversed. The popula- 
tion may consist largely of the more in- 
telligent, progressive class or they may be 


*Read in Section on Public Health, Southern 
Medical Association, Fifteenth Annual Meeting, 
Hot Springs, Ark., Nov. 14-17, 1921. 

+From the School of Medicine, Tulane Univer- 
sity, New Orleans, La. 


largely of the ignorant, shiftless, suspi- 
cious class who are doubtful of the motive 
of anybody who offers them advice or as- 
sistance, especially if gratuitous. As a 
result of the circumstances and conditions 
that may exist in one campaign or an- 
other, it may be necessary for the activi- 
ties to consist largely or almost entirely 
of only one of the different measures that 
may be employed against malaria. In 
other cases it may be practical to take ad- 
vantage of all available measures. In this 
discussion we shall have in mind an anti- 
malaria campaign involving a large area, 
like, for instance, a whole county, in which 
the conditions with regard to develop- 
ment, kind of people and density of popu- 
lation are no more favorable than those 
existing in the average agricultural county 
in the South. 

DIFFICULTIES BEFORE THE CAMPAIGN 

One of the chief difficulties before the 
campaign is to get the people sufficiently 
interested to sincerely want it. Malaria 
is such an insidious disease that it is gen- 
erally considered lightly, as a necessary 
evil of little importance, by those who 
live in localities where it prevails. In 
many persons the attacks cause the mild- 
est illness and, in fact, many have the in- 
fection without having any symptoms that 
are recognized to be due to malaria. 

Practically no one in the community 
fully realizes the importance of the dis- 
ease from an economical nor from a health 
standpoint. The physicians are in better 
position to appreciate how much sickness 
malaria causes, but not many of them put 
forth much effort to inform others about 
the disease. They do not look upon it as 
their duty. On the other hand, there is 


q 
H 
a 
a 
| 
‘ 
; 


340 SOUTHERN MEDICAL JOURNAL 


a tendency to secrecy as to the nature of 
diseases, especially with regard to reme- 
dies for them. The occupation of most 
physicians is curing and not preventing 
disease. 

Before an anti-malaria campaign can be 
undertaken the interest of a good part of 
the leaders in the community must be 
aroused. There are always a compara- 
tively small number of persons in each 
community whose support is necessary be- 
fore any activity requiring much financial 
outlay by the community can be inaugu- 
rated. It is necessary, therefore, to get 
their interest, but it is not neeessary to 
make much effort to interest the general 
population until the campaign begins. 

Another difficulty before the campaign 
is to secure the necessary appropriations 
to support it. In most of the campaigns 
in the past, a part of the cost has been 
paid by the state board of health or other 
health agency and only a part by the 
community. In the future, more of the 
burden must be borne by the community 
benefited. Funds judiciously spent in ma- 
laria control quickly return enormous 
dividends in money and health. There- 
fore, there is no reason why the commu- 
nity should not pay the cost. 

The difficulty of obtaining the necessary 
appropriations is to be overcome by prop- 
erly presenting to those who are to decide 
the matter well prepared facts and fig- 
ures as to the prevalence of malaria in 
the community and what it costs in sick- 
ness, in loss of time and in money. Preva- 
lence of malaria in a community costs 
more than it should cost to control it and 
the man who can present the facts impres- 
sively to those who have authority to 
make such appropriations should have lit- 
tle difficulty in getting what is needed. 


Another difficulty before the campaign 
is securing a suitable staff of competent 
persons to direct and carry out the work. 
For a campaign on a large scale, a capable 
director and many assistants are needed. 
Much of the work of the different mem- 
bers of the staff is highly specialized work 
and requires considerable training of the 
right sort in the particular line. 

In the mosquito control activities there 
will be needed directors for drainage, oil- 
ing and screening operations, and perhaps 
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for fish control. In the malaria carrier 
control activities, there will he needed 
physicians who know malaria and also 
microscopists. Both of these must be 
well trained in the particular work they 
are to do. Physicians do not get in the 
medical schools the kind of training that 
is needed to fit them for anti-malaria cam- 
paign work. They are taught and study 
chiefly from the standpoint of diagnosis 
and treatment of malaria and not from 
the standpoint of control and prevention. 
Unfortunately, they do not learn much 
about malaria or other diseases from a 
public health standpoint. It is remark- 
able and discouraging how little correct, 
practical advice as to the cause and pre- 
vention of malaria many physicians are 
able to give. 


On account of the lack of any consid- 
erable number of persons adequately 
trained to carry on the special activities 
that are required, no large amount of 
anti-malaria campaign work can be suc- 
cessfully carried on at the present time. 
Such training must be provided in some 
way before much progress can be made 
in malaria control on a large scale. We 
can get the people interested, we can se- 
cure the necessary funds, but we cannot 
get the necessary properly trained staff. 


ERRORS BEFORE THE CAMPAIGN 


One of the most important errors 
likely to be made before the campaign is 
failure to secure the full cooperation of 
the physicians. Their help may not be 
so badly needed in campaigns involving 
only small areas, but it is essential for 
greatest success where large areas are in- 
volved. 


Such a campaign will include both anti- 
mosquito measures and, perhaps, to a 
larger extent, cure of infected persons. 
The physicians treat and advise from time 
to time a large part of the infected, espe- 
cially those who have attacks. As a rule, 
the methods of treatment employed vary 
greatly, but in most instances little con- 
cern is given to cure of the infection after 
the clinical symptoms have been relieved. 
The treatment given is inadequate. As a 
result, the infection is not cured; the per- 
son remains a carrier, likely to relapse 
later, and a potential source of infection 


a 
| Vol. 
to ¢ 
mal 
hav 
inf 
san 
be 
shc 
tk 
th 
| 
| 
4 


arrier 
leeded 
also 
st be 
they 
N the 
that 
cam- 
study 
nosis 
from 
tion, 
1uch 
n a 
Ark. 
ect, 
are 


ay 1922 


Vol. XV No. 5 


to others. Much of the transmission of 
malaria that occurs is from persons who 
have been treated for attacks by physi- 
cians. To whatever extent they cure the 
infection in the cases they treat, to the 
same extent the number of carriers will 
be reduced. It is necessary that they 
should employ and advocate effective treat- 
ment for this purpose. 


The organization conducting the cam- 
paign will be advising the standard treat- 
ment for the cure of the infection. It is 
confusing to the people and tends to les- 
sen their confidence in the advice given if 
the physicians give contrary advice. On 
the other hand, if the physicians advise 
and practice the same method as _ the 
health agency, the people place more con- 
fidence in all the work. It is quite con- 
fusing for a person who has been advised 
to take the standard treatment by the 
health agency to have a physician in 
whom he has always had the most im- 
plicit confidence come along and advise 
him to take another treatment which the 
physician tells him is much better. I 
should personally hesitate to undertake 
an anti-malaria campaign anywhere un- 
less I could get at least a majority of the 
physicians to agree to endorse and em- 
ploy the standard treatment. It is im- 
portant to get the definite promise of co- 
operation of the physicians in this regard 
before the campaign begins and it would 
be an error to neglect this. 


Another error that has sometimes been 
made before the campaign, is to fail to 
plan to employ all useful and _ practical 
measures. It is all right in experimental 
work to employ only one measure or an- 
other to the exclusion of all others, but it 
is a mistake to neglect any of them other- 
wise. Mosquito control measures may be 
the most important in towns and densely 
populated areas, but cure of carriers 
should not be neglected. In less densely 
settled rural areas, treatment of infected 
persons may be the most important meas- 
ure, but this does not mean that practical 
mosquito control measures, such, for in- 
stance, as screening, should be neglected. 
In my judgment, it would be a most seri- 
‘ous error to neglect to attach to quinin 
control a full measure of importance in 
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planning any extensive anti-malaria cam- 
paign. 
DIFFICULTIES AFTER THE CAMPAIGN 


One of the difficulties after the cam- 
paign is the tendency for the former con- 
ditions to return as a result of neglect. 
Certain mosquito control work may be 
more or less permanent, but much of it 
may be temporary. Neglect soon leads to 
loss of much of what has been gained. 
Drainage ditches become clogged or are 
filled up; screens, especially in the homes 
of the poorer class, are neglected and be- 
come inefficient; conditions develop which 
render fish control less effective; and the 
educational work is gradually forgotten. 

Another difficulty is the changing pop- 
ulation. Those who move into the com- 
munity after the campaign have not had 
its benefit. Many of them are infected 
with malaria when they come and are 
sources of infection to others who may 
have been freed from the disease during 
the campaign. 


What a large factor changes in popula- 
tion may be is illustrated by a recent ob- 
servation in Sunflower County, Missis- 
sippi. A resurvey of an area of 100 
square miles made during 1920 showed 
that only 62.84 per cent of the people 
living in the area lived in it during 1918. 
The total population had not increased. 
Therefore, almost 40 per cent of those 
who lived in the area in 1918 when an 
anti-malaria campaign was conducted had 
moved away and an equal number of 
others had moved in. This much change 
in population occurred in approximately 
two years’ time. Those who moved in had 
much more malaria and were possible 
sources of reinfection to those who had 
previously been relieved of their infec- 
tion. 

In other localities there may not be so 
much changing in population, but it will 
be a difficulty of considerable importance 
almost anywhere. The larger the area 
covered by the campaign the less harm it 
will do, because, if large enough, many 
of those who move into a community will 
be from another community that is also 
reached by the campaign. 
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ERRORS AFTER THE CAMPAIGN 


Perhaps the most important error 
after the campaign is to discontinue or 
too greatly reduce activities. It is a mis- 
take to think that after the campaign, 
however successful it may have been, the 
situation can be left to take care of itself 
afterward. Malaria cannot be left alone. 
Although less effort be required after the 
first intensive campaign, the fight against 
it must be continued indefinitely, espe- 
cially in areas surrounded by much ma- 
laria. Perhaps the most ideal plan is for 
the anti-malaria campaign to be continued 
as a part of the activities of the county 
health organization. 


SUMMARY 


The difficulties and errors discussed may 
be summarized as follows: 

Difficulties before the campaign are 

(1) To get the people sufficiently in- 
terested to want the campaign; 

(2) To secure the necessary appropria- 
tion of funds to support it; and 

(3) To secure a suitable staff of com- 
petent, well trained persons to carry out 
the campaign. 

Errors before the campaign are 

(4) Failure to secure the definite 
promise of full cooperation on the part of 
roe physicians who practice in the area; 
an 

(5) Failure to plan to employ to best 
advantage and in accordance with their 
relative importance under the existing 
circumstances, all available measures, in- 
cluding especially quinin control. 

Difficulties after the campaign are 

(6) Return of former conditions after 
the campaign as a result of neglect and 
loss of interest; and 

(7) Changing population resulting in 
introduction of many infected people. 

Error after the campaign is 

(8) Discontinuing the campaign too 
soon or too greatly reducing the activi- 
ties. 


DISCUSSION 


Dr. L. D. Fricks, U. S. Public Health Service, 
Memphis, Tenn.—Not having heard all of Dr. 
Bass’ paper, I hardly feel competent properly to 
discuss it, but I do feel very strongly like saying 
something about the difficulty of attending two 
anti-malaria conferences at the same time when 
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they are held in different places. All my time 
has been occupied in attendance at our malaria 
conference which is being held in another build- 
ing, but as a part of your Public Health Section; 
and it was only by accident that my attention 
was called to Dr. Bass’ paper in time for me 
to hear even a part of it read. I think we are 
all to be congratulated upon the movement now 
on foot for the better arrangement of the dif- 
ferent section meetings whereby we may be able 
to see and hear what the other fellow is doing. 


I really do not understand why there should 
be such a thing as an anti-malaria campaign 
conducted anywhere in the Southern states, nor 
do I sympathize with the idea of a campaign 
as applied to malaria control, if “campaign” car- 
ries with it, as to me it does, the idea of a tem- 
porary drive resulting in a finished job. I can 
see very clearly where there is abundant reason 
for the investigation of malaria and malaria 
control problems, and the Public Health Service 
and other agencies and individuals have been 
conducting such investigations in the laboratory 
and in the field for several years past. I can 
also understand and heartily approve of the evo- 
lution of a definite and permanent program for 
malaria control by the responsible health au- 
thorities wherever malaria is of serious sani- 
tary importance. Such a program should be 
undertaken by every state health officer in the 
South. I have the pleasure of being in charge of 
the cooperative program for malaria control 
which was entered into by the Public Health 
Service, ten state health departments and the 
International Health Board. This cooperative 
program is now successfully in operation in ten 
of our Southern states and is gradually but 
surely being adapted to the needs of the different 
states concerned and properly coordinated with 
their other health activities. 


Working under our cooperative program for 
malaria control we have conducted control 
demonstrations in nearly one hundred urban 
communities scattered throughout the South. 
Malaria surveys, which, by the way, have con- 
siderable educational value, have been made in 
many more communities during the past two 
years. We have experienced no difficulty in con- 
trolling malaria in the small towns in which we 
have worked through drainage, oiling and fish. 

Dr. Bass, as we all know, conducted in the 
Delta region of Mississippi a very exhaustive 
and scientific investigation of the more effective 
treatment of malaria by quinin. According to 
the statistics which I have seen bearing upon 
Dr. Bass’ work in quinin sterilization, his results 
were not so good as those obtained by us in 
southwest Georgia, where we followed Dr. Bass’ 
methods as nearly as possible. The only point 
I have in mind in making this statement is that 
different methods for malaria control must be 
employed and different results will be secured 
in different localities; and that a temporary cam- 
paign for malaria control will never secure per- 
manent results. 


Unless we can develop a practical program 
for malaria control which will fit in with the 
other health activities of the state and county: 
health authorities we are wasting time, effort 
and the people’s money. 
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Mr. J. A. LePrince, Senior Sanitary Engineer, 
U.S. Public Health Service, Memphis, Tenn.—One 
of the big errors we make in our malaria cam- 
paign is insufficient instruction to the foremen 
in the field. We are not getting so good results 
as we might get if there were a closer relation 
between the man up at the top of the whole 
organization and the man that has to bear the 
heavy burden out in the field. A closer touch, 
a closer sympathy, will in many instances mean 
better results being accomplished. 

Dr. Bass (closing).—Perhaps the most impor- 
tant question raised in the discussion is relative 
to the fact that there is more malaria reported 
from Bolivar and Sunflower Counties now than 
there was four or five years ago. 

We conducted various experiments in different 
communities in about one-third of the total area 
of Bolivar County during 1916 and 1917. These 
experiments were for the purpose of getting in- 
formation. Of course, it was expected that at 
the same time many people would be cured of 
their malaria and the prevalence of the disease 
would be reduced. However, on account of the 
experimental nature of the activities, it would 
not be reasonable to expect any considerable or 
lasting effect on the prevalence of the disease in 
the whole county. We moved away from Bolivar 
County at the close of 1917 and nothing whatever 
has been done there in nearly four years to 
hold or continue whatever effect the activities 
had on the prevalence of malaria. 

An effort was made during 1918 to control 
malaria by intensive work and supplying the 
proper quinin ‘treatment in an area of 100 
square miles in Sunflower County. This is one- 
seventh of the total area of the County. 

Since 1918 quinin treatment has not been fur- 
nished free, as it ought to be to get best results, 
but the experiment has been tried to get the 
people to purchase the necessary -quinin. This 
has not been entirely successful. 

I am aware of the fact that efforts to control 
malaria by curing the carriers has been more 
successful in other localities, particularly in 
Mitchell County, Georgia, than it appears to 
have been in Bolivar and Sunflower Counties in 
Mississippi, and I am glad to see it. It is proba- 
ble that the intelligence of the people in the 
different localities may have been a factor in 
determining the results. 


MALARIAL RELAPSES 


By H. H. Howarp, M.D., 
International Health Board, 
New York, N. Y. 


If we are to judge by some of the re- 
ports of the successful control of malaria 
by anti-mosquito measures with which we 
have been favored in recent years, we 
must conclude that the question of mala- 
rial relapses as a factor in continuing a 
proportion of the malarial incidence rate 
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from season to season has received but 
scant attention. It is not unusual to hear 
of the complete disappearance of malaria 
in a given area as a result of the first year 
of mosquito control, and that, too, in areas 
where the rate of incidence was stated to 
be high prior to the inauguration of con- 
trol measures. In these reports and in 
others where less sanguine interpretations 
are given to the results of mosquito con- 
trol, it has rarely been recognized that the 
rate of malarial incidence for a given sea- 
son may be the combined result of two 
factors, i. e., new infections and relapses 
from infections of-previous years. 

By a malarial relapse is meant an at- 
tack of malaria with definite clinical 
symptoms which develop after a period of 
weeks, months or even years following an 
initial infection, and which are not due 
to recent reinfections. It is essential that 
such an attack follow a complete cessation 
of all active symptoms for a period of 
time sufficiently long to justify the as- 
sumption that the malarial parasites, 
though remaining in the body, have been 
in a state of inactivity not productive of 
clinical symptoms. Manifestly the term 
does not include those recurrences marked 
by chills, fever or other acute symptoms, 
which are often met with at intervals of 
24 to 72 hours in the course of an acute 
attack of malaria, and which are due to 
the normal process of sporulation of the 
malarial parasite in the blood. 

The interest of the writer was stimu- 
lated in the problem of malarial relapses 
by observations made while directing an 
experimental campaign for the control of 
malaria by anti-mosquito measures in a 
district in central Mississippi during the 
years 1918 to 1920, inclusive.* 

The district in question was located in 
the hill country purely rural in character, 
containing neither towns nor villages. In 
climate, rainfall, soil and drainage, as 
well as distribution of population and ag- 
ricultural products and methods, it seemed 
to represent average conditions through- 
out the hill sections of the malarial belt 
of the Southern states. Conditions for 


*The experimental campaign referred to was 
undertaken by the International Health Board 
of the Rockefeller Foundation in cooperation 


with the Mississippi State Board of Health. 


= 
y 1922 
y time | 
alarig 
build. 
ction; 
ntion 
are j 
now 
dif. 
able 
ng. 
aign 
nor 
align 
car- 
em- 
can 
son 
rice 
een 
ory 
an 
‘or 
1i- 
be 
le 
of 
h 
| 
e 
| 
t 


344 SOUTHERN MEDICAL JOURNAL 


mosquito production were neither more 
nor less favorable than the average. The 
district embraced about 36 square miles 
of territory, containing 172 homes, hous- 
ing 830 persons, most of whom were en- 
gaged in agricultural pursuits. 

The entire season of 1918 was devoted 
to the study of natural conditions, no at- 
tempt being made to control mosquito pro- 
duction, nor to influence in any way the 
prevalence of malaria. One of the first 
steps taken was to map the district and to 
secure a complete census of its population, 
recording on individual cards the name, 
age, sex, race, and length of residence in 
the district. These cards also provided 
for a complete record of each individual 
regarding illness due to malarial infec- 
tion and the results of blood examina- 
tions. 

In 1919, the district was divided into 
two areas. In the first, containing ap- 
proximately 22 square miles, which will 
be designated as the “controlled area,” 
experimental measures for the control of 
mosquito production were instituted and 
maintained for two years, i. e., 1919 and 
1920. In the second area, which will be 
known as the non-controlled area, consist- 
ing of approximately 14 square miles, no 
anti-mosquito measures were employed, 
but the study of natural conditions was 
continued and the observations used as a 
check or control on the experiments made 
in the first area. 


The controlled area contained 130 
homes and 595 people in 1919, and the 
non-controlled area 51 homes and 214 
peopie. Some shifting of the population 
occurred and in 1920 there were 139 
homes and 616 people in the controlled 
area, and 47 homes housing 199 people in 
the non-controlled area. 

Our inspectors, in addition to their du- 
ties in connection with the measures for 
mosquito control, were required to call at 
the homes of the people once every ten 
days and ascertain if illness of any nature 
had occurred among the people, and if so, 
to secure all possible information con- 
cerning the illness, its nature, symptoms, 
duration, termination and the nature of 
treatment given. The information se- 
cured was brought to the field office by the 
inspectors in the form of sick reports. 
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All cases of illness reported, except those 
manifestly not of a malarious nature, 
were then investigated by personal visits 
by the writer or his assistant and diag- 
noses made. By this method, and the pre- 
cautions taken against errors in diagno- 
sis, we feel that our statistics regarding 
the incidence of clinical malaria are rea- 
sonably correct and trustworthy. 


In addition to the collection of clinical 
histories, blood smears were secured, in 
the summer of 1918, from a representa- 
tive number and class of people, and ex- 
amined for malarial parasites. It was 
found that only 26.6 per cent of those 
found harboring the malarial parasite in 
their blood manifested clinical symptoms. 

At the opening of the season of 1919, 
anti-mosquito measures were put into ef- 
fect and maintained throughout the sea- 
son in the controlled area and observa- 
tions were continued in the non-controlled 
area. The same method as that used in 
1918 was employed for the collection of 
clinical histories of malaria. In 1920 the 
measures for mosquito control were main- 
tained in the controlled area, and observa- 
tions in the non-controlled area were con- 
tinued, and the same method of collecting 
clinical histories was followed in both 
areas. The incidence of malaria in the 
two areas during the years 1919 and 1920 
is shown in the following table: 


RATES OF CLINICAL MALARIA FOR THE YEARS 1918 
TO 1920, INCLUSIVE 


n 
$25 
ase | 3 
1918 *Controlled area .......... 18.1 
1918 *Non-controlled area .... 17.29 
1919 Controlled area ............ 3.3 2.24 5.54 
1919 Non-controlled area .... 6.5 34 10.2 
1920 Controlled area ............ 194 3.08 5.02 
1920 Non-controlled area ....10.55 11.05 21.6 


By new infections we mean those cases 
of malaria whose clinical histories show 
no malarial attacks during the previous 
year. Apparent relapses refer to those 
people who had definite attacks of mala- 


*No control measures were employed in 1918. 
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ria during the previous season, or sea- 
sons. In fact, most of the cases so classi- 
fied gave histories of seasonal attacks, oc- 
curring usually in either the spring or 
autumn, or both seasons, for a period of 
several years, and who did not have 
proper quinin medication for steriliza- 
tion. 

Referring to the above table, we note 
that the rate of incidence for clinical ma- 
laria in the controlled area for 1919 is 
5.54 per cent, which is the sum of the 
rates for new infections, 3.3 per cent, and 
apparent relapses, 2.24 per cent. 

In 1920, in the same area, the rate of 
incidence for clinical malaria is 5.02 per 
cent, which represents the sum of the 
rates for new infections, 1.94 per cent, 
and apparent relapses, 3.08 per cent. 


From these figures we are able to de- 
duce the fact that in 1919 apparent re- 
lapses constitute 44.1 per cent of the total 
number of cases of clinical malaria occur- 
ring in the controlled area for that year, 
and in 1920 apparent relapses supply 61.3 
per cent of all the malaria occurring in 
the controlled area for that year. It fol- 
lows, then, that new infections constitute 
55.9 per cent of the cases of clinical mala- 
ria in the controlled area for 1919, and 
38.7 per cent of the cases which occurred 
in 1920. 

It would seem normal, under conditions 
of mosquito control, that the change in 
ratio between new infections and mala- 
rial relapses should be toward a decrease 
in the former and an increase in the lat- 
ter from year to year until complete mos- 
quito control is secured, when new infec- 
tion should cease. Unless spontaneous 
cures often occur, because of the limita- 
tions of the life of the malarial parasite 
in the human host, it would also be ex- 
pected that malarial relapses would in- 
crease for a time, since by the terms of 
our classifications the new infections of 
one season become apparent relapses of 
the following season if they develop an 
attack of malaria. 

It will be noted that the rate for ap- 
parent relapses in the non-controlled area 
for 1920 is' 11.05 per cent. This number 
practically represents the sum of the 
rates for new infections, 6.5 per cent, and 
apparent relapses, 3.7 per cent, of the 
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previous year, plus a fractional per cent 
which arose from a small number of peo- 
ple who moved into the area, giving his- 
tories of malarial attacks the previous 
year, and who developed malaria in 1920 
What seems to have happened in this area 
is that practically every individual classed 
as a new infection in 1919 developed an 
apparent relapse in 1920, and every case 
classed as an apparent relapse in 1919 
suffered one or more attacks of malaria 
in 1920, and hence was continued under 
the same classification. 

It is realized that the people living in 
the controlled area were not entirely free 
from the dangers of reinfection during 
either of the seasons of 1919 and 1920, 
and those who know of the difficulties of 
mosquito control in a comparatively large 
rural area well understand why this was 
so. Certainly the people living in the non- 
controlled area were exposed to malarial 
infection. For these reasons a certain 
proportion of the cases classed as appar- 
ent relapses in our tabulations may have 
been reinfections, but the writer cannot 
believe that all or even the greater part 
of them were reinfections. It is a signifi- 
cant fact that the incidence of malaria 
among the group classed as apparent re- 
lapses was very much higher each season 
than among any other group or all of the 
remainder of the population of the areas. 

A review of the literature on malarial 
relapses, mainly of British, Italian, Dutch 
and American sources, shows that it has 
long been recognized that malarial re- 
lapses may occur after long intervals.* 
A number of authentic cases of long-term 
relapses can be cited, which are thought 
to prove that the period of latency in ma- 
larial infections is often long enough to 
justify the conclusion that a proportion 
of the attacks of malaria developing in a 
given season are malarial relapses from 
infections of the previous season. 

Arguments and proofs of the existence 
of long-term relapses apply with equal 
or greater force to short-term relapses. 
In the consideration of short-term re- 
lapses we must distinguish between them 


*A fairly exhaustive digest of the literature on 
malarial relapses prepared by the Information 
Service of the Rockefeller Foundation will be 
furnished to persons interested in the subject. 
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and the periodical attacks, with intervals 
of only a few days, which characterize the 
normal course of the intermittent types 
of malaria. This can be done by keeping 
in mind the statement already made that 
in malarial relapses the interval between 
the last acute attack and the relapse must 
be of sufficient length of time to justify 
the conclusion that the parasite, though 
remaining in the body, has assumed a 
state of inactivity as regards the produc- 
tion of active symptoms. 

In September, 1911, the Department of 
Sanitation of the Isthmian Canal Com- 
mission sent a questionnaire to various 
authorities on malaria throughout the 
world, asking for information on the fre- 
quency, cause and nature of malarial re- 
lapses. The following table summarizing 
the replies received to the questionnaire 
shows that eminent authorities agree that 
the number of relapses in malarious sec- 
tions constitutes a very large part of the 
rate of incidence. 


Re- 

Author Year Cases lapses Pr Ct. 
1915 6,891 4,754 68.9 
1915 524 162 31 
Zorini orem 1905-15 549 449 81.9 
Mommi & Fusco .. 1911 681 417 61.2 
Caccini 1904 6,579 2,695 40.9 
Martirano ............ 1900 737 534 72.4 


15,961 9,011 56.5 

While we are not immediately con- 
cerned in this paper with the etiology of 
malarial relapses, about which there is 
much disagreement, yet it may be of in- 
terest, and also of aid in the interpreta- 
tion of what has gone before, to refer to 
the two theories on this subject. The old 
theory of malarial relapses was, in effect, 
that beneath a certain level of asexual re- 
production of the malarial parasite, the 
disease is latent. Sims estimated that the 
greatest number of parasites that the hu- 
man host could endure without physical 
reaction, i. e., active symptoms, was about 
two billions. 

The diminution in the number of para- 
sites to the above-mentioned level where 
active symptoms disappear may be due 
either to the action of quinin or the pro- 
tective forces of the body, or both. The 
process of asexual reproduction is con- 
tinued through the interval without mod- 
ification or interruption, and no abnormal 


change occurs in the form of the para- 
site. However, the number of parasites 
is small, so that no symptoms are pro- 
duced, until, for some reason, such as ex- 
posure to extremes of temperature, ex- 
haustion, unfavorable climatic changes, 
or illness from some other disease, the 
bodily powers of resistance are lowered, 
when the parasites multiply rapidly and 
a relapse occurs. This theory and modi- 
fications of it probably have the support 
of a majority of the authorities of today. 

The second theory of the etiology of re- 
lapse in malaria is that of Schaudinn, who 
claims that some sexual form of the ma- 
larial parasite is developed from the 
asexual cycle, which is more resistant to 
quinin and the action of the protective 
forces of the body, and that relapses are 
due to the parthenogenesis of the female, 
or macrogamete. 

It seems to be proved beyond question 
in the authoritative writings on this sub- 
ject that malarial relapses occur with 
great frequency for long periods after the 
initial infection is acquired, and that the 
facts in the case fully justify the conclu- 
sion that the malarial morbidity rate of 
any given year is due in a large measure 
to relapses from infections received the 
previous year, or years. 

Most of the investigators in the malarial 
field have been medical men and bacteri- 
ologists, and rarely have they been inter- 
ested primarily or particularly in the pub- 
lic health phase of the disease, i. e., its 
control and eradication. The important 
role played by the anopheles mosquito in 
the transmission of malaria has led to an 
exhaustive study of its life history and 
habits by the entomologist. Thus the 
public health worker who wouid formu- 
late comprehensive and effective meas- 
ures for the control of malaria must se- 
cure from the laboratory a working 
knowledge of the life cycle of the para- 
site; from the medical clinician he must 
secure a proper knowledge of the symp- 
toms of the disease, and of the medication 
for treatment, cure or prevention; and 
from the entomologist he obtains his 
knowledge of the life history and habits of 
the anopheles mosquito. 

It is obvious that from each of the 
three sources mentioned essential infor- 
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mation is to be had, and the individual 
who would engage in a serious attempt at 
the control of malaria, even in a circum- 


.scribed area, cannot properly equip him- 


self for the undertaking unless he ap- 
proaches each of the three sources of in- 
formation with an open and _ unbiased 
mind prepared to receive and rightly in- 
terpret and correlate the information ob- 
tained and translate it into comprehensive 
and practical measures of control. 

There are those of a medical bent of 
mind who seem to find in quinin steriliza- 
tion and prophylaxis an adequate solu- 
tion of the problem of malarial control 
and who look upon mosquito control as 
unnecessary and impracticable except in 
selected areas. There are others who in- 
sist that malarial control is a problem of 
the sanitary engineer, and look with dis- 
tinct disfavor upon any suggestion of 
merit in the use of quinin as a measure 
of control. Both of these views seem to 
the writer to be extreme and not likely to 
lead to the most satisfactory results. 

If the case of malarial relapses is 
proven, and a large per cent of the mala- 
ria each year is the result of infections 
acquired in previous seasons, the use of 
quinin for sterilizing carriers is clearly 
indicated, for it is obvious that malarial 
relapses will continue to occur whether 
mosquitoes are present or not. 

It is for this reason that malarial re- 
lapses should be considered an important 
and limiting factor in malarial control by 
anti-mosquito measures alone, and _ it 
leads the writer to conclude that the use 
of quinin for sterilization of carriers is 
not only justified as an auxiliary measure 
in all attempts to control malaria by anti- 
mosquito measures, but is essential if 
early and satisfactory results are to be 
obtained. This would seem especially true 
where malarial control is sought in areas 
of great prevalence where relapses seem 
to occur with great frequency and persist 
through a long period of time. With the 
large volume of malarial control work 
which is in progress in the United States 
it would be comparatively easy to secure 
much valuable data on the subject if those 
directing such work would turn their at- 
tention to it. 

61 Broadway. 
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NECESSITY FOR AND METHODS OF 
SECURING ACCURATE MALARIA 
STATISTICS IN DEMON- 
STRATION AREAS* 


By Oscar DOWLING, M.D., 
State Health Officer, 
New Orleans, La. 


That the securing of accurate or at 
least reasonably accurate malaria statis- 
tics in demonstration areas is necessary, 
needs no argument. Unless we can show 
the effectiveness of the control work by 
actual figures, we shall have difficulty in 
convincing those who hold the purse- 
strings that the cost is justified. We need 
not only statistics for the period during 
which control work is done, but we need 
as well figures for at least one year and 
preferably several years previous to the 
demonstration period. 

Unfortunately, we do not always have 
these figures. It has been difficult to get 
physicians to report malaria and informa- 
tion received by canvasses is often mis- 
leading. It has even happened that the 
aroused interest in malaria, incident to a 
control campaign, has brought in more 
reports than were received in the year 
previous to the campaign. 

Malaria is not in the same class as 
smallpox, measles, and diphtheria, for ex- 
ample, and theoretically, we should be able 
to get more complete morbidity reports if 
regulations requiring reports divided dis- 
eases into two classes, the cases of one to 
be reported immediately and the others 
to be reported monthly, for the reason 
that the clerical work for the physician 
would be less. However, it has worked 
out differently in Louisiana. - We tried 
both methods this year. Two hundred 
eighty-one physicians reported nineteen 
hundred and nineteen cases of malaria 
from three hundred and four towns in 
sixty-three parishes on the _ standard 
franked post cards. On the monthly re- 
port forms, we received reports from only 
forty-four physicians reporting six hun- 


*Read before the National Malaria Committee 
(Conference on Malaria), acting as Malaria Di- 
vision of the Section on Public Health, Southern 
Medical Association, Fifteenth Annual Meeting, 
Hot Springs, Ark., Nov. 14-17, 1921. 
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dred and ninety cases from seventy-seven 
towns in thirty-five parishes. This indi- 
cates an apparent preference for the indi- 
vidual case card for the making of re- 
ports, but at the same time obviously 
gives incomplete reports even with these. 


In Lake Charles this year we tried to 
get a complete canvass of 1920 cases and 
their cost by sending questionnaires with 
franked reply envelopes to every house in 
town. We secured reports of many cases 
that had not been reported by physicians 
and also valuable data relative to the cost 
of malaria. Such methods, however, like 
house-to-house canvasses, are expensive, 
difficult to keep up year after year and re- 
sults are not comparable with other com- 
munities where efforts to obtain reports 
are less intensive. 

The only remedy I can suggest is to edu- 
cate the practicing physicians to their 
civic duty in the matter of reporting com- 
municable diseases and to simplify the 
clerical work connected with such report- 
ing as much as possible. 

Some time ago we sent out a map in 
the State of Louisiana showing the num- 
ber of deaths that had occurred in the 
various parishes from malaria. This map 
was modeled after the map gotten out by 
Dr. Leathers, of Mississippi, showing the 
deaths resulting from tuberculosis in the 
State of Mississippi. One of the parish 
officials took it up with the Governor, 
saying that we had done his parish an in- 
justice in printing the number, as they 
had reported 100 per cent of the cases in 
their parish, and our records showed only 
68 per cent reported in other parishes. 
This point is well taken. 

In Shreveport three years ago, in the 
investigation that the Police Department 
instituted, results showed no malaria. 
With the assistance of one of Dr. Fricks’ 
assistants, we made an investigation as to 
the presence of anopheles. When we got 
out our report the newspapers in glaring 
headlines attacked the Health Depart- 
ment as having done them a great injus- 
tice. One of our doctors and our Sani- 
tary Engineer were sent to Shreveport to 
make this demonstration and we thought 
the moment we showed the presence of 
anopheles mosquitoes they would be con- 
vinced that malaria was present. Dr. 
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Fricks and the Board have been requested 
to help them this year. We made a sur- 
vey and cost estimate for malaria con- 
trol, but it was rather late in the season 
and they did not raise the money. I am 
hopeful that we shall have their assist- 
ance, as well as a number of other cities 
in the State next year. It is very difficult 
to obtain the assistance not only of the 
people, but of the doctors who think there 
is no malaria. I met one doctor on the 
street who seemed a bit troubled, and I 
asked him what was the matter. He said 
he had a patient who had died from mala- 
ria. I asked several other physicians, 
who said they had about four cases of 
malaria. Yet it was said that there was 
no malaria there. 


I mention these things to show you the 
difficulty of getting these reports. 


DISCUSSION 


Dr. M. F. Maxcy, U. S. Public Health Service, 
Memphis, Tenn.—In examining the reports of 
the results accomplished by anti-malaria work in 
demonstration areas, I have the impression that 
the weakest part of the work has been the gath- 
ering and interpretation of statistics to show the 
effectiveness of the control. Many instances 
might be mentioned in which, although there is 
no doubt in the world that the control work has 
been thoroughly and efficiently done, no one who 
is familiar with the errors involved in statis- 
tical proof would be satisfied with the figures 
which are presented to indicate the resulting 
decrease in malaria morbidity. It is perfectly 
evident to every one that the primary object of 
an anti-malaria demonstration is to show be- 
yond a reasonable doubt that malaria morbidity 
can be reduced. Unless this point is firmly es- 
tablished, the whole work will go for nought. 

We must start with the fundamental concep- 
tion that statistics are of value just insofar as 
they represent the underlying facts accurately; 
that statistics can never be any better than they 
were at the source, no matter how vividly and 
attractively they are presented in the form of 
graphs. The first requisite, then, in statistical 
proof is that the error at the source be as small 
as it can be made practically. 

Four methods have been used in gathering in- 
formation as to malaria prevalence in demonstra- 
tion areas: 

(1) Information supplied by physicians practic- 
ing in the locality (impressions, calls, 
cases). 

(2) Information gathered by a house-to-house 
canvass. 

(3) Determination of the spleen rate in a sample 
of the population. 

(4) Determination of the parasite index in a 
sample of the population. 

In regard to the first of these, Dr. Dowling 
has pointed out some of the practical obstacles 
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in the way of securing complete morbidity re- 
turns. These same practical obstacles have pre- 
sented themselves to the field worker in a demon- 
stration area, i. e., the difficulty of getting all 
of the physicians to give a detailed and accurate 
report of the number of cases of malaria whom 
they treat over a sufficiently long period to make 
the data of value. But aside from the practical 
difficulties, there are certain large errors in the 
method which should be borne in mind. The 
first is the primary error in diagnosis. As every 
one knows in countries where malaria is en- 
demic the clinical diagnosis “malaria” or “mala- 
rious” is frequently used to include a polyglot of 
minor ailments beside the real infections with 
Plasmodium malariae. Where the figures are 
large as in the collection of morbidity statistics 
for a state, this error is more or less constant 
from year to year and does not materially in- 
validate comparisons in prevalence. Where, on 
the other hand, one is dealing with a small area 
in which there are only five or ten physicians 
involved and one or two of these are rather lib- 
eral in their use of the clinical diagnosis “mala- 
ria,” a very considerable error may result. The 
second large error results from the impossibility 
of measuring the sample of the population which 
the physicians represent. It is well known that 
on an average only one-fourth of the persons 
sick with malaria are seen by physicians, and 
that this figure varies from one community to 
another, from one year to another (depending 
upon economic conditions), and that while a phy- 
sician may see 50 per cent of the well-to-do per- 
sons with chills, they probably see less than 20 
per cent of the poor, who resort to “chill tonics.” 
These and other considerations render this 
method of gathering statistical information 
through physicians rather unsatisfactory in a 
demonstration area where a maximum amount 
of accuracy is desirable. 

The second method is the one of “house-to- 
house” canvass. The chief objection to this is 
that it is time-consuming and expensive unless 
the area under control is a very small one. 
While one can exactly determine the size of the 
sample of population which has been covered, the 
probable error of the result is apt to be large. 
There is a large personal equation entering into 
the method: that of the individual in each home 
who gives the information and that of the col- 
lector of the information. On each side there 
may be errors as to interpretation of what con- 
stitutes a clinical case of malaria, all the errors 
of which we accuse the practicing physician, and 
more, too. While the “history index” gathered 
in this manner is of some value, the method 
cannot receive wide applicability because of the 
reasons outlined. 

The third method, that of “spleen index,” which 
has been so widely used in the tropics, has re- 
ceived little attention in this country. It pos- 
sesses the advantage of being an objective meth- 
od, subject only to an ordinary degree of skill on 
the part of the examiner. It has been consid- 
ered impractical in any large population group 
on account of habits of dress, feelings of mod- 
esty, etc. It has also been stated to be too low 
a rate to be of value in this country. The obvi- 
ous advantages of the method as regards the 
small error at the source would seem to indicate 
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that it might be utilized under special conditions. 

Last and most important of all is the parasite 
index, the examination of blood smears from a 
considerable number of the population to deter- 
mine the number harboring malaria parasites. 
Theoretically it is the most accurate of 
all methods. Just as the accuracy of the 
clinical diagnosis of malaria in an_ indi- 
vidual rests upon the demonstration of the 
parasite in the blood, to the same_ ex- 
tent the epidemiological diagnosis of malaria 
prevalence in a community is accurate in so far 
as it is supported by the examination of blood 
smears from a considerable portion of the popu- 
lation. Practically, however, the method is time- 
consuming and expensive, and it is not without 
sources of error. The first error is involved in 
the skill of the microscopist. This is particu- 
larly important where thick smears are used. 
But even when the skill of the microscopist is 
above question, it must always be borne in mind 
that a single smear may fail to reveal the para- 
site in a person known to be infected, and that 
the criterion of a “negative” is variable accord- 
ing to the technic and individuality of the ex- 
aminer. 

Without going into further detail, from an 
examination of the facts presented above, one 
would seem to be warranted in stating that there 
is no practical method at present known by which 
can be determined the exact amount of malaria 
in a given community at a given time. If this 
hypothesis is accepted, then, one must logically 
conclude that this idea should be given up and 
a method developed by which the relative amount 
of malaria in a given population group can be 
measured with a maximum degree of accuracy. 
This same group can then be used as the basis 
of comparison with other communities and in 
the same community from year to year. 

The Public Health Service is interested in 
this problem and it is our intention to work along 
this line in the next year in an attempt to de- 
velop a standard method which can be applied 
practically in demonstration areas. 


Mr. J. A. LePrince, Sanitary Engineer, U. S. 
Public Health Service, Memphis, Tenn.—There 
are those here who have succeeded in obtaining 
100 per cent reporting of malaria cases from the 
physicians of the town, and I think the state 
health officers would all like to know how those 
are secured. I believe that the physicians of 
Jacksonville, Texas, do so report, and probably 
Mr. Parker could tell us how that was brought 


about. 

Mr. George Parker, Sanitary Engineer, Jack- 
sonville, Tex—I believe the Health Officer of 
Jacksonville should be given the credit for ob- 
taining these reports. It so happened that he 
was very much interested in malaria control work 
and when the cooperating agencies took up mala- 
ria control in that town, he showed his interest 
by taking an active part in the campaign and 
soon realized that we could not show the benefits 
the public was deriving unless we had accurate 
statistics. By periodically visiting the physi- 
cians, sometimes as often as several times a week, 
he was able to record each case of malaria al- 
most as soon as it came to the attention of a 
doctor. Also, the past records of the doctors 
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and the drug stores were gone over and accurate 
information obtained as to the number of malaria 
cases treated during previous years. That was 
last year when the campaign was started. This 
year when the work was continued we decided 
that more vital statistics were necessary. We 
needed to know where the malaria was coming 
from; where the source of infection was and 
how it should be charged against the town; 
whether the cases were primary, recurrent or 
transient. To that end the health officer obtained 
the cooperation of the physicians, and the results 
showed that approximately 75 per cent of the 
cases were obtaining infection outside the con- 
trol area. We secured data that showed how 
many cases were transient, how many were re- 
current, how many were new infections, and we 
were able to tell from what section or sections 
the infection was originating and were able to 
direct methods for its control. 

The Health Officer rendered a monthly report 
to the City Council, and if to that body of men 
the malaria rate seemed higher than it should 
be, the Health Officer was requested to render a 
detailed report showing the cause. 


There is not much more to be said about how 
the statistics were obtained, except that the 
Health Officer went out and got them, and so 
compelled them that they were a most valuable 
aid in the direction of the control work. It is 
to the Health Officer and to the physicians who 
cooperated with him that the credit is due for 
the excellent malaria reports for Jacksonville, 
Texas. In other towns I have obtained reports 
by personally visiting physicians, where the 
health officer had not the initiative to go after 
them or to realize their importance. 


Dr. D. J. Williams, Gulfport, Miss—Inasmuch 
as we have 100 per cent reports in Harrison 
County, perhaps our method of gathering these 
reports will be of interest to you. 

The earlier we pass a law requiring doctors 
and practitioners of medicine to report in writ- 
ing infectious diseases, the better. In our State 
we have a law providing that a certain class of 
diseases be reported immediately and all the rest 
be reported at the end of the month. This only 
serves to handicap the health officer in his 
work. What we want is a form report from 
each doctor in the county every day, for if he 
does not make a report every day he will not 
make correct reports. 


When I started this work I had a post card 
printed with all the information I wanted on 
that card. All the doctor had to do was to fill 
it in and return it to me. The card has space 
for reporting a half dozen different diseases: the 
date, name of disease, name of patient with ad- 
dress, occupation, sex, color, source of infection, 
ete. That gives you a fair idea of the patient’s 
condition. The only kind of information that is 
worth anything to a health officer is the informa- 
tion that reaches him immediately, enabling him 
to control the disease. I have no respect for a 
report that comes in at the end of the month, 
which makes the health officer as well as the 
physician nearly thirty days behind. 

We send seven of these cards to each doctor in 
the County every Friday, dating the first card 
the date of the following Monday. The cards 
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remind him that he is expected to report daily; 
that is, if. he has any contagious or infectious 
diseases occurring in his practice on these dates. 
If not, he may return the blank cards in a 
batch. They are all self-addressed cards. We 
have a record sheet in my office with a list of the 
doctors’ names down the left margin of the sheet, 
with the dates of the month opposite and follow- 
ing the names. Each day when a report is re- 
ceived from him we check off that date. Each 
day a report is not received we write or call him 
over the ’phone, notifying him of his failure to 
report on such dates. When having to call him 
over long distance I find it a good idea to make 
him pay the exchange and make him give the 
reports. 


I differ with Dr. Dowling about weekly or 
monthly reports. It will take an expert account- 
ant to handle and balance a weekly and monthly 
report. Another thing is to avoid having the 
doctor make the reports to several departments. 
For instance, if you have a bureau of venereal 
disease or tuberculosis and a child welfare bu- 
reau, do not attempt to have the doctors report 
to each of them. He will say, “I won’t make 
any reports. It is too much trouble for me.” 


As to the accuracy of these reports on malaria, 
they are correct when you require case reports 
with names and addresses, etc., and they are not 
correct when reported by numbers. In this con- 
nection I wish to remind you of the fellow who 
has a tremendous obstetrical practice. I have 
met men who said, “I have had thirty or forty 
obstetrical cases during the month.” When we 
have a card case report of them giving the name, 
age, address, etc., we find his practice dwindles 
to five or six for the month. 


I had a report like this from one of the best 
physicians in my County, who reported four 
cases of malaria (father and three sons) in an 
area which had been worked to keep it free fror 
malaria. On receiving this report, I thought I 
was “falling down on my job.” I asked the 
doctor if he had taken a slide. “Yes,” he said 
“T took a slide for the father and it was positive.” 

“Did you take slides for the others?” 


He said, “No, I concluded that all four cases 
were malaria when each one had had chills and 
fever, and the slide taken for the old man was 
positive for malaria.” 


On the doctor’s visit two days later he found 
four cases of smallpox. However, the old mzn 
had malaria. He had been to New Orleans. I 
had three cases of malaria charged up to me and 
my records had been made up and closed, so 
they cannot get out. 


We now make an index of all the diseases re- 
ported to my office. I can show you an index 
of all the tuberculous, venereal and malarial pa- 
tients in our County. When I had 1539 cases 
of malaria in the County in one year, to follow 
the index for malaria was too much for me, but 
when we reached 200 I could follow the index 
and watch the relapses. We try to find where 
the other members of the family or the neighbors 
get their infection. You will not get statistics 
that are worth anything, or upon which you can 
rely, unless the doctors give the data to you. If 
a doctor reports too many cases of malaria, fol- 
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low behind him and see if he makes the right 
kind of a diagnosis. 

Mr. Leslie C. Frank, Sanitary Engineer, Dal- 
las, Tex.—I wish to illustrate the truth of what 
Dr. Dowling has said regarding the value of ac- 
curate malaria reporting. 

In Dallas, Tex., a city of 165,000 or 170,000 
population, we are not able, unfortunately, to 
use the method outlined by Mr. Parker of tele- 
phoning each physician each day, because we 
have in the neighborhood of two hundred and 
fifty physicians. We are using the same method 
Dr. Williams outlined for Gulfport. We send 
out seven franked cards each week to each phy- 
sician, dated and signed for him in advance. 
The physician, or his secretary, sends in one 
of these cards each day, filled in, if he has some- 
thing to report, and left blank if he has had no 
cases that day. This amounts to a daily roll call 
and helps materially to prevent what is in most 
eases unintentional forgetfulness. 

Dallas started this system in 1919 and secured 
a heavy increase in the proportion of cases of 
malaria reported.. The value of the system has 
been demonstrated by the experience of 1919-20. 
Nineteen hundred and nineteen was a very dry 
year and we had very little malaria; 1920 was 
a very wet year and we had three times as much 
malaria as in 1919. The natural conclusion of 
one of the newspapers was that the anti-malaria 
work was not effective. At this point the value 
of our improved reporting was demonstrated. 
Our records showed that while we had three 
times as many cases reported, there was only a 
negligible increase in the cases of malaria con- 
tracted in Dallas. Practically all of the addi- 
tional cases had been contracted in the uncon- 
trolled areas outside of Dallas (cotton picking, 
picnicking, etc.). As a result of our more accu- 
rate malaria records, we were able to demon- 
strate a threefold increase in malaria contracted 
outside of Dallas compared with a negligible in- 
crease in “home-grown” malaria, thus inspiring 
the continued confidence of the Dallas public in 
anti-malaria work. 

It is very important to have as complete sta- 
tistics as possible of malaria, and, of course, that 
is true of all other disease. 

Dr. L. D. Fricks, U. S. Public Health Service, 
Memphis, Tenn.—I have felt very keenly since 
beginning our cooperative malaria control work 
the truth of the criticisms made by Dr. Maxcy: 
that our knowledge of malaria prevalence in the 
areas in which we are working is the weakest 
ie’ of our program. We all realize that, and 

was greatly gratified when, after considerable 
effort on my part, the Bureau assigned Dr. 
Maxcy to this phase of malaria work, on ac- 
count of his training in epidemiology and the fact 
that he will devote his entire time to the study 
of malaria prevalence in the South. 

As was brought out by Dr. Maxcy, we have not 
given malaria among school children of the South 
the attention which its importance warrants. 
They are the new arrivals in our Southern com- 
munities where malaria is more or less endemic, 
and I feel that an examination of the school 
children will probably give us considerable in- 
formation as regards malaria prevalence. The 
careful study of malaria among this group will 
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not only give us information regarding malaria 
prevalence, but will be of great assistance to the 
state health officials in carrying out their health 
programs and in stimulating the interest of the 
people in malaria control and other preventable 
diseases. 

I was recently very much surprised to see that 
a card for the examination of school children 
which was elaborately prepared did not include 
malaria at all among the diseases under exam- 
ination and this card is being used throughout 
the Southern states. That is a grave error which 
should be corrected. 


Dr. C. C. Bass, New Orleans, La.—I have fol- 
lowed or observed the application of different 
methods of estimating and arriving at the ma- 
laria prevalence in a locality, or in a group of 
people, with considerable interest during the 
past several years. My experiences and observa- 
tions have led me to the unpleasant conclusion 
that we have no method at present by which we 
can arrive at the exact prevalence of malaria in 
a community or in a given group of people. 

I have been greatly disappointed with the de 
plorable inaccuracy of diagnoses on the part of 
physicians, to such an extent that I am frank 
to say that I have not the respect for, or the 
confidence in, the reports of malaria made by 
physicians that I would have had otherwise, and 
as no doubt many others still have. When phy- 
sicians are doing their best, they make many 
errors in the diagnosis of malaria unless they 
depend upon blood examinations. If they depend 
upon single blood examinations they fail to 
diagnose anything like all the malaria carriers. 
The fact that they have taken quinin just pre- 
vious to the physician’s taking the blood speci- 
men for examination often leads to failure to 
find parasites in persons who have malaria. 

Whenever we deal with any considerable num- 
ber of physicians there will be one here and 
there who is so grossly inaccurate in his diag- 
nosis, and in giving the number of cases treated, 
as greatly to reduce the accuracy of the sum 
total of the reports. 

Although I feel that we have no method by 
which we can arrive at the full prevalence of 
malaria in a community, at the same time we 
can determine a certain prevalence of malaria 
by blood examinations. There is no way by 
which we can determine that a given patient has 
malaria except by examining his blood and find- 
ing the malaria parasites. There is no way by 
which we can determine that a certain per cent 
of any group of people have malaria except by 
examining their blood and finding the malaria 
parasites. And this does not show all of them. 

I quite agree that examination of groups of 
people, such as, for instance, school children, has 
the advantage of convenience, at least. It also 
has decided disadvantages. We usually take the 
blood at a school at one time; probably it is taken 

on one day. Under such circumstances, those 
who are sick with malaria are not present and 
their blood will not be examined. In this way 
many of those who have malaria are missed by 
such examinations, which, therefore, fail to 
show the full prevalence in the group, much 
less the prevalence in all the people in the com- 
munity. 
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My feeling is at present that the only way 
that we can determine that a given per cent of 
the people in a locality have malaria is to ex- 
amine the blood of all the people in that locality. 
Whatever extent of infection we find, we know 
exists. We do not know how much more may 
exist. It will vary very greatly in different sea- 
sons of the year, being lower in the winter and 
higher in the summer. The history of attacks is 
unreliable, the physicians’ reports are unreliable 
and the blood examination is proof only when 
it is positive. I do not believe, therefore, that 
we can determine the exact prevalence of ma- 
laria in a community. We can determine a 
prevalence, but not the full prevalence. 


Mr. W. G. Stromquist, Sanitary Engineer, 
Memphis, Tenn.—It has been somewhat discour- 
aging to note the increase of malaria in Mem- 
“sary this year, with a higher death rate than 
ast year, although the mosquito eradication work 
has been carried on more systematically and 
completely than before. There has been a sim- 
ilar increase in malaria throughout the Delta. 


We have in Memphis the laboratory of the 
Malaria Division of the Public Health Service, 
the State Board of Health and the City Health 
Department, all of which have been combined 
recently into one public health laboratory. Out 
of more than 200 cases reported only about 40 
per cent had laboratory diagnosis and about 15 
per cent have been reported in the form of 
death certificates in colored people without any 
laboratory diagnosis or previous reports of the 
cases. 


We had about 200 cases of malaria reported 
and fifty deaths. We are either not getting com- 
se reports of malaria or we have an unusual 
atality rate. 


Dr. H. R. Carter, U. S. Public Health Service, 
Washington, D. C.—For our purpose it is not 
necessary to know how much malaria you have. 
If you only wish to compare the condition before 
and after, you do not care about accurate statis- 
tics, providing you have statistics of the same 
degree of accuracy. 

The method adopted at Crossett and Red Lake 
Plantation in Arkansas depended upon the phy- 
sicians’ reports, and I considered it satisfactory, 
not that I deemed the physicians’ reports reli- 
able, but they were about as unreliable the year 
after the demonstration as they were the year 
before the demonstration, and therefore the pro- 
portion of reduction, which was what we wished 
to know, would be approximately right. I sug- 
gested that they select the place for demonstra- 
tion at least twelve months before they com- 
menced operations there; give out cards and get 
reports weekly from the physicians by taking the 
cards up for the year before the demonstration 
was made and for the year after. Neither re- 
port would be correct, but one would be about 
as incorrect as the other. If one was 10 per cent 
of the other it would be fair to assume that we 
had a reduction of 90 per cent. 

It is not the prevalence of malaria that you 
want to know. It is the percentage of reduction 
that you get by your control measures that you 
are seeking, and if that is the object of Dr. 
Dowling’s statistics it meets the condition fairly 
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well. This history census is nothing like so good 
as a census by blood examination. The trouble 
about blood examination is that for the amount 
of malaria control that we do it involves too 
much work. It is correct, but it is impractica- 


e. 

Dr. Dowling (closing).—I was hopeful that 
this discussion would be the means of bringing 
out some suggestions which would be practicable 
as to the gathering of accurate reports of mala- 
ria in the various sections of Louisiana and 
other sections of the country. I must tell you 
frankly that we have tried various methods and 
= to the present time we have been unsuccess- 
ul. 

There ought to be some way of charging all 
cases of malaria back to the place in which they 
originate. I was taken to task because in our 
weekly report a certain number of cases of 
typhoid fever which were brought to the city 
were credited to New Orleans. I sent an in- 
spector to investigate and he reported that the 
cases had been diagnosed where they originated 
as ptomaine poisoning. But Charity Hospital 
had reported them as typhoid. The City Health 
Officer took exception to the fact that we failed 
to state that these cases came from one of the 
adjoining towns. 

Apropos of this, one of the health officers in 
a parish not very far from New Orleans wrote 
me that we had a case of typhoid fever origi- 
nating in his county when the case, he said, 
originated in New Orleans, and he promptly 
sent it back to New Orleans, where it belonged. 

The records of the city of New Orleans show 
very little malaria originating in New Orleans. 
If we could devise some means by which the 
origin of cases of malaria could be determined, 
we would have a much better opportunity to con- 
trol it. 


PROBLEMS ENCOUNTERED IN 
MAINTAINING URBAN MALA- 
RIA CONTROL* 


By C. W. GARRISON, M.D., 
State Health Officer, 
Little Rock, Ark. 


It is a simple matter to enumerate the 
major problems encountered in main- 
taining urban malaria control. It is pre- 
sumed that other essayists have been 
given the more arduous task of solving 
them. 

Obviously, some of the problems men- 
tioned will be peculiar to Arkansas, as 
each state and community unquestionably 
has its own particular limitations. 


*Read before the National Malaria Commit- 
tee (Conference on Malaria), acting as Malaria 
Division of the Section on Public Health, South- 
ern Medical Association, Fifteenth Annual Meet- 
ing, Hot Springs, Ark., Nov. 14-17, 1921. 
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The first question involved is that of 
selection. We have made some mistakes 
in selecting units for control which in- 
volved added obstacles for proper main- 
tenance. For the present only those 
towns should be selected which, after a 
preliminary survey, are found to be sub- 
ject to complete control at reasonable 
cost, and then only after reasonable proof 
has been secured that the necessary funds 
will be available for carrying out effec- 
tive control methods throughout the en- 
tire malaria season. 


This naturally suggests the next prob- 
lem: the securing of necessary funds. In 
Arkansas since the first demonstration 
was made at Crossett, the policy has been 
to require the towns to finance the entire 
project, exclusive of supervision. In a 
few instances, however, owing to little 
misunderstandings and unexpected finan- 
cial difficulties, the State has  supple- 
mented the salary of the local inspectors, 
varying in amounts from $60.00 to 
$300.00 in one instance per annum. 


One of the most vexing problems has 
been the securing and holding of an ade- 
quate number of trained directors to 
properly. supervise the work in hand. A 
limited number of such directors with an 
increasing demand for control work, 
resignation, illness and transfer of per- 
sonnel by the co-operating agencies, have 
contributed most to this problem. Not 
until each state has developed its own re- 
sources and employed its own personnel 
will this difficulty probably be overcome. 

The constitution of Arkansas prohibits 
the issuance of bonds, either by the State, 
counties or cities. As a result, under the 
present tax rate limitation, it is difficult 
or impossible in some places to secure 
adequate appropriations in addition to 
the already fixed expenses of municipali- 
ties. This necessitates in most instances 
the raising of funds by voluntary sub- 
scription, which is always more or less 
uncertain and temporary. 

Another disturbing factor, which js 
considerable, is the change in local admin- 
istration, in other words, politics. One 
mayor may be a strong advocate and 
supporter of malaria control and under 
his regime a very efficient, smoothly work- 
ing local organization may be in opera- 
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tion, but an unsympathetic mayor may 
come into office on a platform of retrench- 
ment, pledged to reduce the “tax bur- 
dened” citizens and cause innumerable 
little obstacles to impede progress and 
reduce the effectiveness of the work being 
done. 

Written contracts or agreements with 
city officials is another problem. In some 
places they have been beneficial. It is the 
judgment of the essayist that the malaria 
program is rapidly arriving at, if it has 
not already reached, that stage where a 
moral agreement between the supervis- 
ing agent or agents and the local officers 
is preferable to a written agreement. A 
memoranda should be submitted, however, 
for reference in case of misunderstanding 
or controversy. 


LOCAL ORDINANCES 


Carefully drawn ordinances to meet 
local conditions should be passed by the 
city councils. This involves local stock 
laws, anti-mosquito measures and report- 
ing of cases. Recently articles have ap- 
peared advocating the abandonment of 
stock laws in order that milch cows may 
graze the grass and weeds from the 
ditches and small streams. This move- 
ment is in keeping with the theory pro- 
pounded by not a few old residents in 
this State that hogs should be permitted 
to run at large in order that they may 
act as scavengers for open back privies, 
declaring that when this was the case 
there was no typhoid. Cows, horses and 
hogs have seriously interfered with ditch 
maintenance in more than one instance. 
In some instances, efforts have been made 
to involve the malaria personnel and use 
the control project in local stock law con- 
troversies. 

Securing and retaining, throughout the 
entire malaria season, competent local in- 
spectors and oilers has presented a seri- 
ous problem in many instances. This has 
been due largely, however, to general 
prosperity, to local prosperity due to oil 
developments, and an inability to meet the 
wage increase. 

Changing economic conditions during 
the past two seasons have also contributed 
to this condition, as subscribers to the vol- 
untary fund have been somewhat embar- 
rassed. 
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Climatic conditions also contribute no 
little to our problems. Late cold springs 
and early cold falls have saved the day 
for us more than once, while the reverse 
last fall caused our undoing. Continuous 
showers during the late summer months, 
insufficient to wash out the ditches and 
streams, have taxed the local personnel to 
the utmost, as only a personnel for nor- 
mal conditions has been provided. 


The securing and distribution of top 
minnows does not offer a serious problem 
in this State, as they are plentiful, but 
this is an important item that has not 
been sufficiently recognized in all in- 
stances. In some units considerable ex- 
pense could have been saved had gam- 
busia been fully utilized. It is simply 
one of the many details necessary to the 
successful mosquito control program at 
the least possible expense. 


ANOPHELES VS. MOSQUITOES 


Culex and Aedes calopus present a 
problem all their own. Shall we proceed 
on an anti-anopheles or anti-mosquito 
basis? Mr. LePrince holds to the opinion 
that we should adhere to the anti-ano- 
pheles principle, but we have one fine lit- 
tle city in this State that is one of the 
latest, one of the most enthusiastic and 
one of the best units, that simply com- 
pelled us to assume supervision and has 
expended about $2700 this year for the 
eradication of mosquitoes. The citizens 
contended that very little malaria was 
present within the confines of the incor- 
porate limits and unquestionably malaria 
is not so serious a problem as in other 
localities, but these people were willing 
to pay the price to be rid of the “pest” 
and propose extending the control area 
next season. 


While every effort should be made to 
acquaint the people with the difference 
in anopheles and anti-mosquito measures, 
in every single instance where we have 
allowed the pestiferous culex and aedes 
to assert their superior ability over the 
anopheles to evade us, the people have 
been somewhat dissatisfied, and more or 
less critical. 

Another obstacle encountered is that 
group of people made up of the agnostic, 
the miasma advocate and the just plain 
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trouble-maker. While this group is not 
often large, there are times when they 
hold the “balance of power” and if not 
successful in preventing the inauguration 
of the work may contribute to its discon- 
tinuance if the slightest bauble occurs. 

Also, there is a tendency on the part of 
some municipalities to reject the super- 
vision of the central authorities and at- 
tempt to do their own control work in 
their own way, due as a rule to some local 
celebrity, a physician, who announces that 
he can conduct the work at great saving 
to the city. Usually such procedure is 
disastrous. 

The last problem to be mentioned is by 
no means the least: that is the physicians. 
Without complete cooperation on their 
part we have great difficulty in holding 
the good will of the people or securing the 
necessary funds, and in measuring our 
results. Let some one else tell us how to 
secure their support. 


DISCUSSION 


Mr. A. W. Fuchs, U. S. Public Health Service, 
Memphis, Tenn.—I have found two particularly 
important problems, both of which Dr. Garrison 
mentioned in his paper, which must be solved if 
malaria control -work is to be maintained suc- 
cessfully from year to year in any community. 


The first is to keep the same foreman or in- 
spector on the job in succeeding seasons after 
he is once trained. Unless such provision is 
made a new man must be trained all over again 
the second year and perhaps each succeeding 
year. This means not only a great waste of 
time of the field director, but a certain deteriora- 
tion in the quality of the work as the new in- 
spector will not fully understand his duties until 
the season is well advanced. 

There are a number of ways in which I have 
been able to retain trained men so that they are 
available for future seasons, and I presume some 
of the field directors present have succeeded, in 
one way or another, in accomplishing the same 
end. Whatever method is used must generally 
be based upon the necessity of furnishing the 
inspector continuous employment for the entire 
year rather than during the mosquito season 
only. This may be done by selecting a man who 
has a seasonal occupation which keeps him em- 
ployed during the winter. Another method, 
which has many advantages, is to obtain a city 
a for a full-time sanitary inspector 
who may devote most of his time in summer to 
anti-mosquito work and in the winter to general 
sanitary inspections of privies, street cleaning, 
dairies, food markets, etc. For a town of over 
5000 a full-time sanitary inspector is not too 
great a burden. In smaller towns mosquito in- 
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duties such as that of street foreman, constable, 
etc., to give all-year employment to one man. 

The second problem I have in mind is the 
control of culex mosquitoes. I agree with Dr. 
Garrison that culex control is necessary to in- 
sure continuation of the anopheles control pro- 
gram. In the towns where I have done control 
work it has been judged successful by the public 
in proportion to the absence of mosquitoes. Free- 
dom from malaria does not appeal to them nearly 
so strongly as freedom from the mosquito pest. 
The increased cost of a campaign which _in- 
cludes also the control of culex is worth while, 
in my opinion, if the continuation of anopheles 
control is thereby assured. 

This condition is very general, but could per- 
haps be changed in time by proper publicity. 
Not until the public is educated to the difference 
between anopheles and culex control and real- 
izes that only the former has a public health 
benefit, may the field director omit culex control 
without jeopardizing his program. 


Dr. L. D. Fricks, U. S. Public Health Service, 
Memphis, Tenn.—I agree with Dr. Garrison that 
the first problem in maintenance is the selection 
of the town in which we shall work. I feel that 
with our trained force of engineers we can make 
a successful demonstration in almost any town, 
certainly in the great majority of towns that 
the state health authorities ask us to work in, 
but maintenance is a_ different problem. The 
successful maintenance of the work is a problem 
that the state health officer should consider his 
own, because the town that is dropped reacts 
against the work that is being done elsewhere 
in his state. We all know that when we started 
in this cooperative program we had not the time 
to select properly the best towns in which to 
work. But the results are splendid in that out 
of the fifty-one towns selected only six discon- 
tinued and these for good and sufficient reasons. 
I do feel, however, that unless the state health 
officer properly selects the towns on a basis of 
continued work, our efforts will be thrown away. 
One of the fundamentals is that the selection of 
these towns for malaria control demonstrations 
must depend upon the extent of the malaria 
problem and its relation to other local health 
problems, and that the local community should 
officially, not through private organizations, con- 
tribute to the maintenance of malaria control. 
If you have any understanding with the local 
authorities you must have it on the basis of 
official cooperation and not on the basis of pri- 
vate contribution, and the state health officer in 
every case should consider that this is a problem 
of his own. If he does not maintain the work 
once begun, it is going to react against his health 
program and his work will suffer correspond- 
ingly. 

Mr. Frank R. Shaw, Sanitary Engineer, U. S. 
Public Health Service, New Orleans, La.—The 
important factor in the maintenance of control 
work is public opinion. The first problem is that 
of influencing the officials to institute a cam- 
paign, which, I think, should be accompanied by 
the formal agreement for the continuance of 
the work. But, since we all know that this 
agreement will not be effective if the officials do 
not see their way clear to continue it, we most 
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certainly need public backing. The officials will 
naturally do those things which will place them 
in a favorable light with the people. Therefore, 
an important factor in the initial campaign is 
so to mould public opinion that even though 
some of the officials might, for one reason or 
another, be inclined to drop the work, the pres- 
sure of public sentiment will be so great that 
they cannot politically afford to discontinue it. 
This duty devolves upon both the state health 
department and the men in direct charge of the 
work. They should study this phase of the sit- 
uation from the beginning and mould the public 
opinion and at the proper time get expressions: 
through the public press, so that at the close of: 
the initial campaign the officials will be certain: 
of popular support for this activity. I know of 
cases where the city officials were enthusiastic 
and energetic in their activities for the continu- 
ance of the work, but this was unavailing in 
face of unfavorable public sentiment. With lim- 
ited funds and several activities under consid- 
eration, the people chose those other than mala- 
ria control and the officials were powerless. 
_ Although I do not claim that I had this point 
in mind at the start of a recent campaign, I be- 
lieve we secured enough expressions of public 
opinion from the civic organizations, through the 
press and by individuals to the city officials that 
only a calamity will prevent the continuance of 
the work there. As a direct result a special 
budget item for malaria control, separate and 
— from the general health budget, was pro- 
vided. 


Dr. H. R. Carter, U. S. Public Health Service, 
Washington, D. C.—To my mind there is only 
one problem that comes in for the continuation 
or non-continuation of the work in an urban com- 
munity. My feelings were hurt in looking up 
the table there on the wall in which one state 
showed a failure to continue of 67 per cent. 
Two, Mississippi and Alabama, showed no loss, 
but 100 per cent continuation. The thing is 
simply the choice of towns. Practically every- 
thing comes down to that. 

When joint malaria work was instituted it 
was agreed, and properly agreed, that it was a 
health officer’s work; that whatever agency was 
with the state health officer was simply an ad- 
junct and assistant of the health officer, and he 
had the right to choose the town and was re- 
sponsible for choosing towns in which public 
opinion and the conditions of prosperity are 
such that the work will be continued. The state 
health officer should be careful and painstaking 
in selecting towns that will continue, and if the 
towns will not continue the work it is a question 
of whether he should have picked those or not. 

Now, as to whether there should be anopheles 
control or general mosquito control, the question 
whether we confine ourselves to malaria control 
or whether we take in with it the control of the 
culex for the sake of getting the other work 
— it seems to me, should be left to the health 
officer. 


Dr. Ennion G. Williams, State Board of 
Health, Richmond, Va.—Last summer Mr. Le- 
Prince got me very much interested in gam- 
busia. A year or two ago Mr. Hildebrand could 
not find any gambusia anywhere around the city, 
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but last spring he visited us and found in one 
little creek near the city a number of them. 
Last year I employed a medical student and the 
City of Richmond detailed an inspector with an 
automobile; and the two stocked every place that 
contained water around the city with gambusia. 
In our public square we had fountains. We 
stocked them with gambusia and we put up a 
large sign saying that they were gambusia and 
they were free, and many people who had ponds 
around their places stocked them. Every pool 
around the city now has gambusia and people in 
adjoining counties have them in their ponds and 
also some of the adjoining cities. That was a 
very inexpensive way of controlling mosquitoes. 


Mr. E. B. Johnson, Sanitary Engineer, State 
Board of Health, Montgomery, Ala.—In Ala- 
bama in many places practically all the ano- 
pheles production is in stock ponds or other sim- 
llar ponds. We have twenty or thirty gambusia 
hatcheries, just natural ponds, which we have 
stocked. 

We have a “Gambusia Hatchery” sign. It 
comes in two sections, nailed face to face with 
laths between, so that it can be shipped easily. 
‘The sections can be taken apart on the desired 
Jocation, put together to form the complete sign, 
and erected. We try to get our hatcheries on 
the most traveled roads and then stick up these 
signs, where any one going along the road has 
to face and read them. 

They are 48 inches by 42 inches and read: 


THIS PLACE IS A HATCHERY FOR 
TOP MINNOWS 
WHICH DESTROY MOSQUITOES 
AND CONTROL MALARIA. 
STATE BOARD OF HEALTH. 


These words are on a white background and 
are black except the words top minnows, malaria 
and mosquitoes, which are red with black edges. 
The words top minnows are five and a half inches 
high; the words malaria and mosquitoes three 
and a half inches; the words State Board of 
Health three inches, and the others two inches. 

We have one county in Alabama in which we 
are protecting an area of perhaps seventy or 
eighty square miles with absolutely nothing but 
gambusia. There is a population of some four 
or five thousand. They are doing no oiling. 
They are doing nothing but gambusia control. 
It has been going on for nearly two years, and 
the control is perfect. Mr. LePrince and I went 
over one of the small towns in this district last 
summer. We did not see a mosquito or find a 
wiggler. 

Mr. Kibby, of the Tennessee Coal, Iron and 
Railroad Company, has an impounded lake with 
a shore line of twenty-two miles, with several 
communities along the edge of it. That pond is 
most perfectly controlled by gambusia. Last 
summer we went over several miles of the shore 
line and did not find a wiggler. That work is 
permanent and the only maintenance is occa- 
sional cleaning of the edges. This fact is a 
strong point in favor of gambusia. We should 
all use them wherever we can. 


Mr. George Parker, Sanitary Engineer, Jack- 
sonville, Tex.—Dr. Carter said he regarded the 
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selection of towns as an important point. I do 
not think we should get away from that for one 
minute. The selection of the towns has a great 
bearing, if not the most important bearing, on 
the future work in the state. 

I have noticed by the work of the last two 
years, and particularly in the second year of 
the control work that I have been connected with, 
that the old towns have served as a nucleus to 
work from, and through them other towns are 
led to start campaign work. These towns were 
so situated that others within a reasonable radius 
kept in constant touch with the work that was 
going on, whether they were skeptical or not. 
There is also rivalry among some towns. What 
one does, if it turns out well, the other is going 
to try to do even better. So we can use that 
fact in planning work, which also serves to keep 
the work going in after years. 


I do not think enough time is spent in making 
surveys. Sometimes least strategical towns are 
selected on this account. I believe twice as much 
work could be done in five years if two years 
were spent in making surveys and three in con- 
trol work. With good statistics, demonstration 
work is conclusive. With properly and carefully 
selected towns, expansion and continuance of 
work is assured. 

Unquestionably the anopheles must be con- 
trolled to control malaria. In some places mos- 
quito control is insisted upon. I had occasion to 
control only the anopheles in a village this year 
with excellent results as to malaria reduction. 
In another town we had good mosquito control 
and a 75 per cent reduction in malaria. Early 
in September a few mosquitoes appeared and 
caused some annoyance. The Mayor asked if I 
did not think it was a good time to make an im- 
pression by letting a good influx of mosquitoes 
into the town, as many were beginning to take 
the work less seriously than in the beginning. 
Work was stopped for ten days, mosquitoes ap- 
peared, and complaints became very numerous 
and the Mayor had all he could do to get things 
going again to suit the people. The impression 
was made and next year’s work is assured. This 
may have been a bad method of procedure, but 
it served to demonstrate that mosquito control 
was what was wanted, regardless of the fact that 
it was generally understood that an anti-malaria 
campaign was being conducted, and that only 
the anopheles need be destroyed. 


Mr. J. A. LePrince, U. S. Public Health Serv- 
ice, Memphis, Tenn.—I had the pleasure of read- 
ing Dr. Garrison’s paper before coming here, 
and I would like to state, regarding the securing 
of the funds, that it is extremely important that 
we determine so far as possible what a problem 
is before we make estimates on it. That in- 
cludes more or less determining what the 
weather conditions are going to be. It is impos- 
sible to determine that fact, as you know. The 
worst conditions that can come about, the ex- 
tremely warm, wet spring, and late warm autumn 
with plenty of rainfall at the end. It is generally 
safer to figure upon such conditions, or to let 
the people of the state understand that should 
such conditions come about we shall need a cer- 
tain sum to combat that condition of affairs. 
Hence, we should ask for that sum, and should 
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the season be not so bad as we anticipate, the 
people can be given to understand that a con- 
siderable proportion of the estimate will prob- 
ably be turned back into the treasury. But if 
we underestimate, it is very difficult to get the 
money, to get an appropriation to handle the 
situation with, and those of you who have not 
met with those conditions will do so. 

I doubt whether in all cases we take the gen- 
eral public into our confidence and give them 
sufficient information. I have spoken to dozens 
of persons in towns where work is being done 
and I find that there is too large a portion of the 
public in the demonstration towns who do not 
know what we are driving at. During the non- 
mosquito breeding season we can plan to over- 
come these difficulties—this source of criticism. 

Another point of importance is the question 
of securing well-trained field directors to meet 
the demands of the work. When we take a fore- 
man on the job we should have a definite under- 
standing with him that he is going to work dur- 
ing the entire season. He must understand the 
reason why this work is being done and he 
must understand that the failure of the work 
may result in much sickness, and in some cases 
death, and he must give his word of honor that 
he will stick to the job until the end of the 
season’s work. It is very difficult to pick up a 
new foreman in the late summer or early autumn 
and teach him to run the job. Those difficulties 
must be anticipated and arrangements made be- 
forehand. It can be done in most instances. 


I understand that the constitution of this State 
forbids the issuance of bonds and fixes the tax 
rates, and the work has to be done by subscrip- 
tion. There is an opportunity here in Arkansas 
as there is in other states for a better knowledge 
of the importance and value of malaria control 
work’s being given to the public. There are 
many ways of giving it, and when public opinion 
demands it stronger than it does today malaria 
control work on a bigger scale will commence. 
This will come about. The whole question de- 
pends upon how much the people want it. If 
they want it they are going to get it. There 
is no question about it. The big question is in 
which way the state health department can 
bring about “the wanting of it.” The question 
of the change of local administration and the 
question of politics enter into the malaria control 
project. I have seen some of the field directors 
on this work take the trouble to go and see all 
of the candidates, and irrespective of which way 
the elections went the incoming officials were 
favorable to the mosquito work. That means, 
of course, a lot of work, but there is much that 
can be accomplished that one would not think 
was possible along those lines. 

There is another factor that we are beginning 
to understand that many know very little about, 
and I hope it will be discussed in some of our 
other meetings here. It is reported in many 
sections that we have a very high malaria rate 
this year, and it is a question in my mind as to 
whether that is due to more anopheles having 
been produced, or the infected anopheles living 
for a much longer period. 

Regarding the anopheles problem, the mos- 
quito pest problem and: the combination of the 
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two, it is a matter that we discuss every time we 
meet. I am of the opinion that there is more: 
work there to be done by the state health de-- 
partment. I believe that we should have in 
print a statement that should be given to all 
householders so that they will understand that 
problem as well as we do. As a rule we go be- 
fore chambers of commerce, before the town au- 
thorities and publish certain facts in the news- 
papers, and it is possible that we get our in- 
formation across to perhaps 10 to 25 per cent 
of the people. The other people do not under- 
stand it, and they do not understand that there 
are three problems: the anopheles problem, the 
mosquito pest problem and the combined prob- 
lem. On the sea coast there is a fourth, the 
marsh mosquito. It would be a very simple thing 
to give them the facts so that there would be no 
question of doubt at all, and then before they 
undertake a malaria campaign they will under- 
stand what it is. 

Regarding the rejection of state supervision 
why should a town tell us that it does not need 
any help from the state? The answer to me is 
that a majority of the people in that town do 
not understand what the problem is that they 
are undertaking. We should have information 
widely distributed in that town so that the pub- 
lic will understand this point: that if they had 
the assistance of the state health department 
that they would do better and more economical 
work. If 80 or 90 per cent of the people under- 
stood that, they would not stand for a private 
campaign, but we are not giving that informa- 
tion to all the people. I think it would be 
wrong for one state with a town within four 
miles of the state border line to give that in- 
formation to its people and another town one 
mile from the border line in the adjacent state 
not to give that information out, and if the state 
health officers in the malaria belt, working in 
cooperation, could get uniform information to the 
public the work could be done more advantage- 
ously than it is being done. The big question 
today is, how to get work done more rapidly, 
more economically, how to get better support for 
the state board of health, and that comes down 
to the cooperation of the physician. Get him to 
secure it. There are those in this room who 
have been able to secure cooperation, 10 per cent, 
20 per cent, all the way up to 100 per cent co- 
operation of physicians in the communities in 
which they are working; and I think that in this 
meeting, or some other meeting, that point 
should be stressed and brought out so we can 
all take advantage of the method that is being 
used in order that it may be applied elsewhere. 

Dr. S. W. Welch, State Board of Health, Mont- 
gomery, Ala.—I think Dr. Garrison is exactly 
right in the position which he assumes that the 
state health officer is only partly responsible. 
He is wholly responsible in the choice of his 
personnel and assistants, but after having chosen 
wisely the personnel, the success of his program 
depends upon the man in the field. 


I greatly appreciate the tribute paid to Ala- 
bama by the distinguished gentleman who has 
just taken his seat, because I know no one other 
than the revered gentleman before me (Dr. Car- 
ter) whose favorable opinion I would appreciate 
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more than his. The success of that work in 
Alabama is due to the county health officers and 
the engineers. I was never a man to reap where 
I sowed not or make posies of other men’s roses. 
These boys did the work and they are the ones 
that will bring Alabama to the front. 


The introduction into the schools of a public 
health program by the several sanitary en- 
gineers and by the health officers has been the 
turning point in public health work in Alabama. 
Wherever you meet high school boys, and often 
the little fellows, they all know there are several 
varieties of mosquitoes. They know where to 
find them. vd catch them, put them in glass 
jars and put fish in there and see them eat the 
jarvae. This is getting somewhere. I have 
wondered what the common Alabama _ country 
doctor is going to do in the next ten years when 
the high school boys come out of school and 
know more about malaria than he does, unless 
we introduce a public health course in the med- 
ical curriculum. 


The corporations of Alabama, particularly the 
Tennessee Coal, Iron and Railroad Company, the 
chief representative of the sanitary department 
of which is in this audience today, set the pace 
in Alabama for a long number of years not only 
ian malaria control work, but in the control of 
filth-borne diseases. I am sorry that Mr. Kibby, 
who had charge of that work for a long number 
of years, has been too modest to talk on the sev- 
eral subjects that have been brought up. The 
work that has been done by that Company has 
been an outstanding accomplishment and _ has 
been worth a great deal to the State program. 


One health officer in Talladega County, Ala- 
bama, put on this malaria control work. The 
community was one of those provincial commu- 
nities such as we have—which is the pride, I 
might say, of the Southern states—in which the 
customs had not changed since the Indians left 
the County. They had no sewer system, point- 
ing with pride to the fact that their fathers had 
not had such things. Their fathers had lived 
and died and were buried, and they expected to 
live and die and be buried there, and why should 
they introduce such innovations? They had all 
drunk water out of the same well their fathers 
had dug and all used open-back privies when 
they used any at all. 


The malaria control work was put on in the 
public schools and immediately brought about an 
entirely new viewpoint. The Health Officer has 
succeeded in having the town sewered, and where 
it was impossible to get sewers, he has the pail 
system in active operation. The people are now 
very proud of their clean town. 


Dr. Garrison (closing).—I think all of us will 
subscribe to everything that has been said, but 
I think a few of those who have discussed the 
subject to a limited degree have dealt with the 
ideal. A practical discussion of the conditions 
we have now and how we may accomplish the 
greatest results with the material we hold in 
our hands is what I desire to hear. I shall dis- 


cuss a few of the questions in the order that 
they were brought out by the various speakers. 
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First comes the selection of an inspector for 
the entire year. It is Obvious that in order to 
do this it will be necessary to find employment 
for him with the city administration, preferably 
as a sanitary inspector. This involves the ques- 
tion of funds available from the city revenue, 
which in most instances in my State are inade- 
quate to meet the demands already created, and 
se enable the city to function on an efficient 
asis. 


In reference to anopheles control only, in the- 
ory this is good. In practice, at least for the 
present, I doubt its wisdom. It is my opinion 
that more towns have made appropriations to 
get rid of the mosquito pest than for the direct 

urpose of reducing the incidence of malaria. 
Tt would be difficult, if not impossible, to edu- 
cate any considerable number of the citizens of 
a community as to the relative value of ano- 
pheles as opposed to mosquito control. Further- 
more, there is going to be a varying incidence of 
malaria even though control measures are insti- 
tuted, and, though we may have anopheles con- 
trol, if we do not have mosquito control, the pub- 
lic will be quick to say that the infection was 
contracted locally when in fact it will have been 
brought in from outside districts or the result of 
recurrent cases. 


Dr. Fricks brought out the point that it was 
the responsibility of the state health officer to 
select the towns, and quite a number of the 
speakers stressed the importance of selecting the 
right towns, but my experience in this state has 
been that we are compelled to select, in most in- 
stances, certainly in many instances, those towns 
that can and will meet the requirements. We 
also have to hold in mind the fact that we must 
select those towns which may be grouped or be- 
cause of accessibility to certain units of work in 
order to supervise the greatest number of units 
with the personnel at our disposal. As to the 
question of contracts, I believe my field directors 
will attest to the fact that, if we had required 
signed contracts this year, few, if anv, of the 
towns would have accepted supervision. We 
have been content to accept the oral pledge of 
such bodies as chambers of commerce or other 
groups of responsible citizens, and in some in- 
stances that of the mayor alone. These are the 
conditions which confront us at this time. 


I grant you that the responsibility of extend- 
ing the work, the selection of towns and the gen- 
eral program in any state, rests upon the state 
health officer, but I am not willing to concede 
that all of it does under the present cooperative 
program. The change of personnel, due to the 
withdrawal of men by the cooperative agencies, 
especially at critical periods of the work, is a 
very disturbing factor. I do not censure these 
agencies, as they are compelled to take care of 
their own interests, but not until the states are 
able to employ a permanent staff will this prob- 
lem be solved. 


In order to retain the ground already gained, 
and in order not to lose public sentinment now 
obtainable, I strongly feel that, if it is at all 
possible, the cooperating agencies should con- 
tinue to assist the various states until this per- 
manent program can be installed. 
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DIRECT AND INDIRECT ADVAN- 
TAGES OF URBAN MALARIA 
CONTROL TO STATE 
HEALTH PROGRAM* 


By S. W. WELCH, M.D., 
State Health Officer, 
Montgomery, Ala. 


The advantages of urban malaria control 
to a state program are so numerous and 
diverse that it is difficult to choose the 
more important. 


(1) Through the eradication of al] va- 
rieties of mosquitoes from the city and 
its environs the citizens are relieved of 
the annoyance and discomfort of these 
stinging pests. 

(2) Through the elimination of the 
anopheles and stegomyia the transmission 
of malaria, yellow fever and _ probably 
dengue is prevented and the level of com- 
munity health raised. 

(3) Owing to the higher level of health 
in general and to the absence of chills 
and fever in particular, industrial groups 
achieve a larger output and greater earn- 
ings accrue to the manufacturer. 


(4) Merchants in towns where malaria 
control projects have been carried out 
effectively, testify to an appreciable in- 
crease in goods purchased by the citizens. 
This increase represents quality as well as 
quantity of food, clothing and household 
equipment purchased. This evidence in- 
dicates that a higher standard of living 
and better business follow in the wake of 
better health conditions. 

(5) Traveling men and casual visitors 
learn of the work and its results and 
speak of it enthusiastically to whomever 
they may meet, thus affording the best 
advertising to the town without cost. This 
favorable advertising is certain eventually 
to bring industrial concerns to the city, 
as well as increased population drawn 
from other parts of the state and from 
other states not possessing these advan- 
tages. 


*Read before the National Malaria Committee 
(Conference on Malaria), acting as Malaria Di- 
vision of the Section on Public Health, Southern 
Medical Association, Fifteenth Annual Meeting, 
Hot Springs, Ark., Nov. 14-17, 1921. 
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(6) (a) The preliminary work for 
such an extensive health project necessi- 
tates a judicious use of propaganda to 
enlist the sympathetic understanding and 
support of the best citizens. This work 
has a distinct educational value. 

(b) The cooperation of the school 
forces may result in the introduction of 
the Carter Malaria Primer as a text book 
in the grades and the enlistment of the 
boys and girls as volunteer investigators 
and sanitary inspectors. These activities 
should be used by the teacher in connec- 
tion with her use of the project method 
in education. For example, the Panama 
Canal might be made a great central 
teaching point around which are grouped 
lessons in history, geography, civics and 
health. The home project may be used 
to illustrate graphically and to vitalize 
the teaching of all of these subjects. 

It will thus be seen that the educational 
features of our malaria control project 
may, in their far-reaching results, out- 
weigh the immediate importance of eco- 
nomic and health considerations. 

(c) Evidence of the leavening action 
of these educative features is shown in 
the readiness with which surrounding 
rural districts follow the example of the 
time in ditching, oiling and stocking with 
minnows, according to the principles laid 
down by the expert in charge of such op- 
erations in the city which is their trading 
center and an educational center for their 
high school boys and girls. 


DISCUSSION 


Mr. E. H. Magoon, Sanitary Engineer, Inte~- 
national Health Board, Groveton, Tex.—The 
work of combating sickness by killing mosquitoes 
appeals to the lay mind more than other pre- 
ventive work. Anti-malaria work, which re- 
quires sanitation as well as medical treatment, 
tends to gain more public support of health meas- 
ures. We need greater publicity in reference to 
the good that can be done by health work. There 
is a misunderstanding that is too prevalent in 
reference to the work of health departments. I[ 
believe that the directors in charge of malaria 
control operations can do a great deal to do 
away with this misunderstanding and gain sup- 
port for the hookworm control work, for the 
nursing activities, and for other work of a state 
health department. In one section I have been 
told that the nursing work and other activities 
of the state health department were much easier 
to carry out as the result of the previous work 
that the — were well pleased with. The 
previous work was the control of malaria. 
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Mr. George Parker, Sanitary Engineer, Jack- 
sonville, Tex.—In malarious states, or the mala- 
ria belt, where malarial fever is the chief dis- 
ease, proper control has been obtained in sec- 
tions where control measures have been insti- 
tuted. In all cases where this work has been 
done by field directors or health officers, or any 
one interested in malaria control, it has produced 
a good effect in the territory surrounding the 
towns where work was done, and also in near-by 
towns. 


The commercial gain that comes from malaria 
control is certainly an item that cannot be 
overlooked. It has been conclusively demon- 
strated, particularly by the work Mr. Van Hoven- 
berg has done on the Cotton Belt Railway, where 
he has been able to show what the railroad has 

ained in dollars and cents from work done in 
tton Belt towns. That is very important. 


Dr. Welch also mentioned the traveling man, 
the traveling public, of which it might be said 
the traveling man is the advertiser. I have very 
often talked with traveling men about malaria 
control, or as it is most generally termed, mos- 
quito control. At times thé traveling man is 
not able to get to his headquarters town at the 
end of the week to spend Sunday. I have in 
mind a medium sized town where there is a 
first rate hotel, and also where anti-malaria 
work has been carried on for the past two years, 
that receives many of these week-end visitors 
on account of the hotel accommodations. It has 
also been a source of comment for these men to 
remark on the absence of mosquitoes, particu- 
larly if they have just left a town where mos- 
quitoes were a constant night annoyance. In one 
instance I talked with a man who was curious 
to know “how it was done,” saying that in the 
town where he lived mosquitoes were a continual 
nuisance. I explained, but he told me that his 
town could not afford to spend money for that 
purpose. I then asked him if he would con- 
tribute to a fund in his town to conduct such 
work, and was told that very little, if any, would 
be contributed. I then reminded him of the fact 
that his day’s work depended largely on the 
kind of rest he had the night before, and in- 
quired what extra amount he would be willing to 
pay for his room at the various hotels if he 
was assured that mosquitoes would not annoy 
him, and he said “about twenty-five cents.” Un- 
der such conditions this man was willing to pay 
approximately $6.00 per month or $50.00 a year 
extra in hotel bills to avoid mosquito annoyance. 
When this and a few other facts were brought 
to his attention he readily stated that he would 
be willing to pay his share in his town should a 
mosquito campaign be contemplated. 


The traveling man is certainly a good adver- 
tising agent. He is a close observer, and the 
propaganda that he spreads about the health 
conditions in any town is bound to come back 
to the state health department, and it is bound 
to bring to the knowledge of the state the activi- 
ties of the state health department in malaria 
control, which, in itself, is a matter of education 
that will have a great bearing on what a body 
of legislators will do in regard to state health 
appropriations. In the communities in Texas in 


which I have directed malaria control, some of 
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the men hope to run for the legislature. These 
men will be in a position to have health work 
done and secure appropriations to carry it on. 
They have seen the advantages that malaria 
control has been and are willing to cast their lot 
with the state health department and see if such 
work can not be made state-wide. 


One other influence is the advantage of work- 
ing from a given point, using units of towns for 
malaria demonstration, from which anti-malaria 
propaganda and control measures radiate, and 
gong extend from community to community. 

know of a town that raised $1400.00 in less 
than a day. They said, “If that other town can 
do it, we can do the same thing,” and they did. 


Getting into the schools is a great advantage. 
For a moment I am going to get away from 
the urban project. A malaria survey is being 
made in one of the counties in Texas. Each 
school district is being visited, a blood index is 
being made, and an educational program fol- 
lowed. An attempt is being made to have the 
73 school districts each establish and maintain 
a gambusia hatchery and have full charge of 
distributing the fish throughout their respective 
districts. This hatchery will be under the direct 
supervision of the school children. The county 
embraces about 1100 square miles and has a popu- 
lation of about 37,000. Certainly, with such a 
movement under way the activities of the state 
health department must be recognized. 


Mr. E. B. Johnson, State Board of Health, 
Montgomery, Ala.—Dr. Welch brought out three 
or four points which I think could be enlarged 
upon. In the first place, the idea that the com- 
munity actually saves money by malaria control 
work. Personally, I believe in putting malaria 
control work on an economic basis. We should 
not do malaria control work in any place unless 
we are satisfied that there will be a return of 
at least a dollar and a half for every dollar 
spent. 


We had one community last year in which we 
made a house-to-house canvass twice during the 
year. The figures given by the people show 
that in 1919 they spent for doctors, quinin, chill 
tonics and loss of wages, $26,245. We did some 
malaria control work in 1920 costing $3000.00. 
That year malaria cost them (again according 
to their own figures) $521.00. In other words, 
they saved $25,724 on an investment of $3000— 
a return of over 700 per cent. These figures 
have been an important factor in influencing 
other places in Alabama to do work. We have 
been able to show other ‘places these figures with 
the endorsements of the Demopolis officials and 
we have had other places put on the work simply 
because they saw that it paid Demopolis. 


Another bit of education: we have introduced 
the Malaria Primer in every school where we 
are doing work, that is, in all where we possibly 
could place them, which was nearly all. The 
boys and girls are very much interested. In one 
place we gave them an examination on the book 
and they knew it from cover to cover. In fact, 
they found things I did not know were in it 
myself. 

One day some boys saw us under a railroad 
bridge with a test tube trying to find some mos- 
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quitoes and the Health Officer told me that for 
a week afterward he was pestered by boys ask- 
ing for test tubes. He would find boys early in 
the morning under bridges hunting for mos- 
quitoes, and when they found a lot, they would 
come and tell him. He said he was able to keep 
a good check on his work, because these boys 
were interested and found things even better 
and more quickly than his inspector. 

To me, the biggest advantage of malaria con- 
trol work in communities is the effect on the 
surrounding rural districts. Most of our mala- 
ria is not in communities, but in the rural dis- 
tricts, and it is in the rural districts that we 
need to interest people in malaria control work. 
We can do this by ridding the trading centers 
of mosquitoes and malaria. We put on some 
work in Talladega City this summer. Within a 
radius of ten miles of the city several property 
owners have done some wonderful control work, 
merely because they saw what had been done in 
their trading center. 

Some time ago I went out of Tuscaloosa on 
the Mobile and Ohio Railroad, and in the first 
fifteen miles I saw seven pieces of excellent 
drainage work. Later the property owners told 
me they did it to get rid of mosquitoes. Their 
trading center was Tuscaloosa, where we did 
malaria control work. 

When the farmer.sees his trading center free 
from mosquitoes and free from malaria he be- 
gins to think of making his farm the same way. 

Mr. Frank R. Shaw, Sanitary Engineer, U. S. 
Public Health Service, New Orleans, La.—It oc- 
curs to me that the most important factor of the 
state health officer’s program was mentioned by 
Mr. Parker, that is, the matter of appropriation. 

Every man, whether he be a business or pro- 
fessional man, is concerned with dividends. The 
first question in his mind is: will the activity 
bring returns commensurate with the _ invest- 
ment? It is true that there are benefits other 
than financial to be gained from health work, 
but cash return speaks loudest and such can be 
shown for this work. : 

In the matter of appropriations, legislatures 
can best be influenced by facts and figures which 
show the dividends to be derived. If every state 
health officer could go to his legislature and by 
definite data show that the expenditure of a 
certain fund during the previous year had 
brought about the saving of several times that 
amount to the people, it would not be difficult 
for him to get renewed or additional apropria- 
tion. 

An advantage of malaria control is that the 
financial saving can be quickly shown and such 
will easily be the means of arousing interest in 
other activities. After a successful campaign of 
malaria control it will be much easier to con- 
vince city officials or the legislature that results 
can be secured from investments in control of 
typhoid or anything else. 

Another advantage is that the field activities 
will bring to the attention of the people their 
negligence in sanitation and prompt their action 
along other lines. This is especially true where 
mosquito control is included and_ systematic 
premise inspections are made. The correction 
of private drainage, the destruction of cans and 
general clean-up certainly has a bearing on gen- 
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eral health. A particular instance of this was 
where the general premise clean-up caused an 
individual to observe that his sanitary can was 
very insanitary. He came to my office and in 
his broken English explained his purpose and to 
my knowledge made the correction. His health 
conscience had been aroused by the malaria work, 
as was apparently the case with others. For this 
reason malaria control work has a direct advan- 
tage to general health work. 


Dr. T. H. D. Griffitts, U. S. Public Health 
Service, Norfolk, Va.—If we look at the title of 
this paper, “Direct and Indirect Advantages of 
Urban Malaria Control to a State Health Pro- 
gram,” it will appear that those who have dis- 
cussed the paper have not stayed close to the 
subject. It seems to me that this paper could 
best be discussed by state health officers who 
have not a malaria program alone but a definite 
state health program. It is the influence of ma- 
laria control work in urban communities that we 
are now considering—how urban malaria control 
may affect, directly or indirectly, the general 
health program of the state. I should regard it 
as unfortunate should we pass up this subject 
without hearing more from the state hea!th of- 
ficers who are present. 

The feeling is growing—and the same thing 
was brought out in the resolution that was intro- 
duced this morning for the conduct of this gen- 
eral Association—that we should give those who 
are especially interested in one section an op- 
portunity to visit another; that it is not to our 
advantage to get too highly specialized in any 
branch of the medical profession; and this thing 
applies to general health work. I have the feel- 
ing, then, that the time is ripe when this ques- 
tion of malaria control should become an inte- 
gral part of the local health work just exactly 
like hookworm work, the prevention of typhoid, 
smallpox or other communicable diseases; in other 
words, I believe we have arrived at the time 
when the local malaria problem should be taken 
up, interwoven with the other health matters 
and handled by the local health organization. If 
malaria is prevalent anywhere, that fact should 
be utilized to help establish or build or strengthen 
the local health organization in the community. 
I believe if you make your malaria work a part 
of the state health program it directly and indi- 
rectly favorably affects the general health pro- 
gram of the state. 


Mr. J. A. LePrince, Senior Sanitary Engineer, 
U. S. Public Health Service, Memphis, Tenn.— 
I have visited states in various parts of the 
South and I find, particularly in Alabama, that 
this urban malaria work is resulting in a very 
marked extension of their work out into the 
rural community. It would take a half an hour 
to explain the extent to which that extension, 
you might say, is taking place, but I strongly 
recommend to our workers who happen to pass 
through Alabama that they spend a day there 
and just see the effect of the work that is being 
done. There is no state health officer or assist- 
ant state health officer in the South, or the mala- 
rial part of our country, who could not gain 
some very useful information by making a short 
visit to those parts of Alabama where that influ- 
ence is spreading so rapidly. 
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RURAL MALARIA CONTROL WITH 
THE COUNTY AS THE UNIT* 


By ENNION G. WILLIAMS, M.D., 
State Health Officer, 
Richmond, Va. 


Our first effort in malaria control has 
been and, I am afraid, will for a long time 
continue to be, a striving to eradicate 
firmly cherished delusions concerning the 
disease itself and the methods of its trans- 
mission. 

Sir Ronald Ross, who first gave to the 
world the true story of malaria infection, 
lamented years afterward that mankind 
had not taken advantage of its opportuni- 
ties to improve health. That lament can 
be repeated by us today; and it will be 
chanted by health workers until the world 
has grown incalculably older. 

But, even appreciating this condition, we 
are frequently surprised, sometimes aston- 
ished at the tenacity of certain misbeliefs 
in relation to malaria. The most common 
one is, of course, the strict translation of 
the word employed to designate the trouble, 
mal-aria, bad air. It would be rather amus- 
ing, if it were not so depressing, to note 
the many who refuse to consider the mos- 
quito at all in connection with the disease, 
but attribute the whole trouble to night 
air, particularly to night air that is laden 
with vapor. This and the delusion about 
sewer gas are the most difficult to dispel. 

There are three “M’s” to malaria, the 
micro-organism, the mosquito and the man. 
If the connecting link, the mosquito, does 
not act as a mobile bridge between the 
germ and the victim, malaria can not be 
transmitted. All of us understand that, 
and it is so simple that a child should be 
made to understand it without placing an 
undue tax upon the infantile mentality. 
Still our main trouble is to fix this clearly 
in the public mind. 

With malaria, as with other diseases, 
there are several methods of attack. We 
may start with the elimination campaign 
against either the germ or the carrier or 


*Read before the National Malaria Committee 
(Conference on Malaria), acting as Malaria Divi- 
sion of the Section on Public Health, Southern 
Medical Association, Fifteenth Annual Meeting, 
Hot Springs, Ark., Nov. 14-17, 1921. 


May 1922 


we may elect to pursue a combination of 
these efforts. In many cities within the 
malaria zone it has been demonstrated that 
malaria control is economically feasible 
and strikingly effective through efforts to 
eradicate or minimize the mosquito popu- 
lation. The success of these efforts has 
been gratifying to the pride of the malaria 
worker and pleasing to the city which had 
undertaken the work; but it has been 
rather disheartening to find that the coun- 
try district contiguous to the city is not 
apparently much interested in the result. 

There is an obvious reason for this at- 
titude, entirely aside from the general 
ignorance regarding causation. Least of 
all the acute communicable diseases does 
malaria lend itself to a control through 
the media of health rules and _ regula- 
tions. With the more virulent diseases, 
such as smallpox, typhoid or diphtheria, 
there is always a confining sickness and 
a consequent medical supervision that 
gives opportunity for the enforcement of 
regulatory measures. People do _ their 
own doctoring for malaria unless _ it 
reaches an acute stage. The community 
generally does not know just how preva- 
lent the disease may be. The health board 
of the locality is never adequately in- 
formed. Consequently effort with indi- 
viduals is almost invariably necessary for 
the creation of sentiment favoring mala- 
ria control work in rural sections. 


‘ And malaria is more essentially a rural 
than an urban disease. The general char- 
acter of city improvements, their drain- 
age provisions, the absence of pools or 
lakes, the regulations against stagnant 
water, the better construction of the 
houses, the care of drains and gutters, all 
these make it difficult for the mosquitoes 
to get good breeding places. But in the 
country these insects thrive and multiply 
without let or hindrance, unless there are 
definite activities undertaken against 
them. 


In Virginia, as I believe is the case in 
other Soufhern states, we have assumed 
that malaria is widely prevalent in many 
sections, but accurate data on its general 
prevalence are lamentably lacking. We 
must know when, where and under what 
circumstances malaria is occurring as a 
basis for intelligent, concerted action 
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against its inroads. It is obvious that 
by whatever administrative machinery we 
advance against malaria in rural sections, 
we must (a) determine in the best way 
applicable the location of cases and their 
environments, (b) instruct the people as 
to the exact way malaria is transmitted 
from person to person, and (c) render 
them such advice and assistance as is 
practicable to the end that the people 
themselves may largely accomplish the 
things they must of necessity do in the 
protection of their own health and lives. 

Under (a) we must proceed in accord- 
ance with the local organization, existing 
or to be established, for doing health 
work in the county. With a health de- 
partment, health officer or sanitary of- 
ficer in a county where malaria prevails, 
anti-malaria activities can become an in- 
tegral part of one work of such officer or 
department as is work against the other 
communicable diseases. 


At the present time there seems to be 
no striking short cut to an accurate de- 
termination of the malaria incidence and 
its attendant loss. As an initial means to 
determine more fully than is_ possible 
through reports by physicians, and, I 
might say, in addition to physicians’ re- 
ports, we have taken three counties in 
Virginia in which we are making a 
house-to-house canvass either for the en- 
tire county (as has already been done in 
James City County and is being done in 
Isle of Wight County) or in only a mala- 
rious district of the county, as has been 
done this year in Greensville County. 
These counties are selected as represent- 
ative, and by this survey it is hoped to 
gain information as to what we really 
have in the country districts, so that we 
may determine more accurately the most 
practical manner or plan by which rural 
malaria control on a county basis may 
be done. At the same time the true ano- 
pheline-malaria story is being driven 
home to the people in a very practical 
way. They are told that mosquitoes are 
responsible for malaria and they see lar- 
vae that make the mosquitoes. They are 
told that watermelons and fodder and 
muscadines and chinquapins and “night 
air” and decaying vegetation and going 
in the “old swimmin’ hole” on Sundays 
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are not the cause of malaria. The habits 
of mosquitoes are discussed. They are 
told that a sixteen-mesh screen well in- 
stalled and properly used will prevent 
mosquitoes from giving them malaria, 
that draining of standing water will get 
rid of, or lessen, malaria mosquitoes and 
they are told how to treat water that will 
collect; they are advised that the taking 
of quinin, 10 grains a day, for sixty days 
after the “chills” let up offers a means 
of permanently curing them and protect- 
ing others from like infection. 


Ponds are examined for the presence 
of top-feeding minnows and the people 
are informed that permanent bodies of 
water may be made practically safe by in- 
troducing therein this valuable ally in 
malaria prevention. The greatest stress 
is put upon proper screening of dwellings, 
for in this they are to increase personal 
comfort, aside from keeping away ty- 
phoid fever, protecting the babies from 
diarrheal diseases, etc. 

It is not the idea to overwhelm the re- 
cipient of this information, but rather to 
impress him with a few salient points, 
particularly that man and mosquito are 
the creatures that are solely responsible 
for malaria. Once we can get these facts 
fixed in the public mind, the health of- 
ficer will have an easier time. The most 
essential part of our work is to reach the 
people and to drive home in the best way, 
or ways, concise and lasting information 
as to the prevention of malaria. 

Let me say something as to the rural 
work started in Virginia. A section in 
Greensville, a portion of Zion District, 
has sustained a reputation for much ma- 
laria. The area is known as the “low 
grounds,” and the people have regarded 
it as philosophically as they have the say- 
ing about a dog with fleas. It is low 
grounds and must have malaria. This 
section has had so much malaria that the 
rest of Greensville County is said not to 
be malarious. Under a cooperative health 
program for certain counties this county 
has a full-time non-medical sanitary of- 
ficer. Until this year he has been con- 
cerned in work against the so-called filth- 
borne diseases. In the Zion District little 
could be accomplished in this respect, as 
the people recognized malaria as_ their 
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most serious condition. Standing out in 


bold relief in the low grounds was the 


need for assistance against malaria. 
During the fall of 1920 a survey of part 
of the District was made by Dr. T. H. D. 
Griffitts, U.S.P.H.S., cooperating with 
the Virginia State Health Department, 
and the Sanitary Officer, Mr. R. A. Deal. 
The prevailing species of anopheles were 
quadrimaculatus and crucians, with the 
former predominating, their breeding 
areas being the pools in the large swampy 
areas and a large mill pond which had 
been raised to a new water level hy rais- 
ing the dam. The latter was well stocked 
with Gambusia affinis, although their ef- 
ficiency was thwarted by much over- 
flowed, vegetation-covered flat lands. 


The Sanitary Officer took up the mala- 
ria work of house-to-house visiting on 
April 15, carrying on his general work in 
the county as a secondary consideration 
during the malaria season. Many of the 
people acknowledged that they had never 
before heard that mosquitoes caused their 
malaria. The people took exceeding in- 
terest in the subject, and a number of the 
homes have been screened. 


In brief the report of the first visit of the 
Officer shows: 


Number of homes visited...................0...00....--- 185 
Population of these homes....................20.0.0.-. 1134 
Number cases of malaria, 1920 and carried 
132 
Percentage of povrlistion infeel 11.4 


_ A rvsrrvey cf 18! hom s has been made, and 
in these 20 cases of malaria had developed this 
year from the time of anopheles activity till 
October 1. The Officer is now making the third 
round of the homes for this season. 


It has been found to be a conservation 
of time and energy, in having screening 
done, to encourage first the community 
leaders to screen properly. Some people 
will do things because Mr. So and So has 
done so. Another good educational meas- 
ure has been the screening of the County 
Home, where a case of malaria had just 
developed. The County Supervisors read- 
ily furnished the material and the Sani- 
tary Officer screened the Home, fourteen 
windows and five doors. It cost the 
County only $18.00. It was a most satis- 
factory demonstration. 

The second county, where somewhat 
similar work has been taken up, is James 
City County. This is the first and only 
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county wherein every home has been vis- 
ited for anti-malaria purposes. Incident- 
ally, it was at Jamestown Island, in this 
County, where, it is believed, the first ma- 
laria problem developed in this country, 
in 1607. The County is sparsely settled 
today, and extending as it does into the 
Chickahominy Swamp of Civil War fame, 
it was still regarded as malarious. How- 
ever, out of a rural population of approx- 
imately 3500 there were obtainable his- 
tories of only 55 cases of malaria during 
the previous year, or a malaria morbidity 
of 1.5 per cent. Most of these were in 
the region of the Chickahominy Swamp. 
Organized health work has not been done 
in this County. Last year the Professor 
of Public Health in the College of Wil- 
liam and Mary, Williamsburg, was made 
County and City Health Officer, and 
through the great interest of Dr. Chan- 
dler, President of the College, in health 
education, students of the College were 
utilized in making the survey of the 
County, under the direction of Professor 
C. D. Hart, the Health Officer. The stu- 
dents were given free room and board and 
free tuition for the year for their serv- 
ices. The State Board of Health fur- 
nished their transportation and _ the 
County supplied gasoline and oil for the 
automobile. It is planned to do this char- 
acter of health work with college students 
ecch year. It is a means of vitalizing 
health instruction in the college and at 
the same time doing health work in a 
county where otherwise it might not be 
done. Of the 472 homes visited, 196 were 
white and 276 were negro; 305 homes, or 
65 per cent, were in some manner 
screened; in 35 per cent no attempt at 
screening has been made. Many of the 
better type of homes were found to be 
well screened. It is gratifying to know 
that in what seems to be an average 
county even 65 per cent of the homes are 
screened, or the people are thinking of 
the value of screens. They need encour- 
agement and assistance in obtaining ef- 
fective screening. 


In Isle of Wight County (this County 
and James City County are in the Coastal 
section) similar work is being conducted 
by a field director of the State Board of 
Health, as the County at this time has no 
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health officer. Hardy district is the first 
section in which the work has been taken 
up. A summary made up to November 1, 
i by Mr. Clarkson, Field Director, 
shows: 


Number of homes surveyed...............00......20..-.- 770 
Number of homes where malaria developed 


Percentage of homes infected........................ 18.0 
PODWIAVION 3588 
Number of cases of malaria................0............ 201 
Percentage of population infected................. 5.6 
Percentage of infected homes within one 
mile of swamps and ponds...................:..-.-.- 94.0 


Per cent of malaria in homes without screens 

or only partly sereened............................... 
Per cent of malaria in homes fully screened 12. 0 
Per cent of homes fully screened.................. 25.0 
Per cent of homes partly screened................ 42.5 
Per cent of homes without screens................ 32.5 


The Field Director states that as one 
result of the work so far thirteen homes 
have been screened in this district. 

In the three counties, aside from the 
collection of data and personal instruc- 
tion given, terse literature is left at each 
home and the householder is asked to 
notify the health officer if cases should 
develop, or if he can in any other way 
be of service in the correction of condi- 
tions, farm drainage, screening of house, 
etc. Whether malaria exists or not, ad- 
vice is given that in all cases the con- 
tinued use of quinin after acute malaria 
symptoms is necessary under the advice 
of the physician. 

In conclusion, we desire to attack the 
rural malaria problem in the least arti- 
ficial way possible. It is realized that the 
malaria “specialist” or expert has an im- 
portant part to play in the study, inves- 
tigation and control of malaria. His serv- 
ices are indispensable in the training of 
officers who are to direct local health 
work. Every county health official in 
sections where malaria exists should be 
trained in malaria control, just as he is 
trained in the control and management 
of affairs relating to other communicable 
diseases. For the ultimate good, then, let 
the local health organization be its own 
malaria organization utilizing and _ wel- 
coming the aid of the State Health De- 
partment and the United States Public 
Health Service in their advice and as- 
sistance. Another advantage in consid- 
ering malaria simply a part of the gen- 
eral local health work is that it adds im- 
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portance to the health organizations and 
assists in developing them in counties 
where systematic health work is lacking 
or lagging. 

There are many important phases of 
the question of rural health work that 
might properly be discussed under the 
title of this paper, but only one other shall 
I take occasion to mention: the strong 
potentiality existing in our rural public 
school for the betterment of malaria con- 
ditions, as well as general health condi- 
tions. Health education in the schools is 
of profound importance. In addition, 
through the schools a personal touch is 
had with practically every country home 
daily for a great part of the year. And 
so opportunity is offered for a better col- 
lection of valuable data on the develop- 
ment of malaria in the county. 


DISCUSSION 


Dr. S. W. Welch, Montgomery, Ala.—The sub- 
ject under discussion has been adopted as a 
part of the health program in Alabama and is 
now a part and parcel of our projected organi- 
zation work. Our county organization consists 
of a minimum personnel of a health officer, some 
one to take care of things in the office and a rural 
inspector, or a public health nurse. The work 
undertaken attacks first the problems peculiar 
to the South, the filth-borne diseases, typhoid 
fever, hookworm, dysentery and malaria. 

The next proposition is school examination and 
follow-up work. It ought to be the object of 
every state board of health to convince the ap- 
propriating powers of the economic value of 
public health work, and that money invested in 
this enterprise pays the largest dividends of 
any money appropriated by them out of the tax 
fund. We are trying in Alabama to take an 
area of not less than twenty counties, in which 
area we are making a special effort to elim- 
inate hcokworm, typhoid fever, dysentery and 
malaria infection. If we do this we can go to 
the Legislature and to the several courts of 
county commissioners and point to this concrete 
achievement. We can point to the fact that areas 
in the South free from those diseases which go 
to make up the South’s peculiar problems in- 
crease in taxable values and farm land values 
from 25 to 100 per cent. We shall talk to them 
then in language which they can understand. 
An increase in appropriations will be easy to 
obtain. 

Dr. H. R. Carter, U. S. Public Health Service, 
Washington, D. C.—Dr. Fricks asked me this 
morning after breakfast to take part in the dis- 
cussion. of this paper. I can only think he was 
actuated by the same class of motives that in- 
fluenced a very eminent Secretary of State who 
appointed Mr. Metcalf Governor of the Canal 
Zone as against Colonel Goethals. Mr. Metcalf 
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had never been in the tropics and knew nothing 
about the Canal Zone and therefore would be 
erfectly impartial, and Colonel Goethals had 

n there for many years and naturally knew 
something—maybe too much—about the Canal 
Zone. I open the discussion, then, because I 
know nothing of the subject and thus doubtless 
will have an open mind. 


Dr. Williams omitted to state that Virginia 
was one of the few states in which rural malaria 
control had been done, not county-wide, but for 
small places. In my earlier work for malaria 
control we took up, not the urban places, but 
small settlements with farmers around them, 
and the State carried out the work in distinc- 
tively rural communities. Virginia is remark- 
able for its very small number of towns and 
villages in proportion to the number of farm 
houses. There is a farmhouse here, a farm- 
house there, a farmhouse yonder. Dr. Williams 
spoke of the advisability of village and small 
town malaria work; that such work was done in 
Virginia; that the disease was disappearing 
there rapidly; and that they were not so much 
interested in it as previously. It may be mala- 
ria in general is lessening, but in my State, un- 
fortunately, in some places at least, it is in- 
creasing, and has increased markedly since the 
Civil War. That is true of Halifax County, of 
Norfolk, of Dinwiddie, of Prince George, of Han- 
over and along the Potomac—all along the Po- 
tomac—and certainly the Lower Peninsular. 


In the Lower, Peninsular was the first settle- 
ment of English people in America. They have 
very little malaria there. One reason is possibly 
that it is practically unpopulated. The white 
man is conspicuous there by his absence. You 
can go for miles and see nobody, and very many 
miles without seeing a white man. 


Unquestionably, malaria in its end is a rural 
problem, not urban. We have not attacked it 
for large cities, but for little villages or for 
small towns which were practically rural. 

The reason the town or village was taken first 
Was vnat we tried solely anopheles control. Now, 
whenever we spend a dollar and get eighty cents 
it is bad sanitation as well as a bad invest- 
ment. When we spend a dollar in malaria work 
we ought to get at least five hundred cents’ re- 
turn. To get under 300 per cent is poor 
work. The cost of anopheles control, other 
things being equal, is naturally in proportion to 
the area to be controlled. The value of the 
control is in proportion to the amount of malaria, 
the percentage of its reduction, and the number 
of people affected. The area around a town, say, 
of a thousand people, is not much greater than 
the area around three or four farmhouses. 
Therefore, the expense of a very small rural 
control would be almost as great as that of 
a village or town, whereas the benefit derived 
would be very much less. 

Dr. Bass did rural sanitation for malaria on 
a large scale not by anopheles control, but by 
sterilization of the human host. 

We can not tell how the country-wide method 
will succeed, but I pray it will turn out half 
as well as the method of control that we have 
used for the small towns and villages. The 
country is the place where malaria exists; it is 


the country in the long run that we shall have 
to protect. 

e are able to control anopheles_ breeding 
places as much as is reasonably, economically 
possible. The screening of houses has become 
practicable and we can depend upon the use of 
quinin. Those three things are the tripod upon 
which we should lean. 


Dr. T. H. D. Griffitts, U. S. Public Health 
Service, Norfolk, Va.—I would like to touch a 
few points in connection with rural malaria 
control. I believe from the start that, instead 
of applying the term “county-wide” malaria con- 
trol we ought to call it rural control. In most 
of the sections of the country where I have 
been there are no county-wide malaria problems. 

I think it was Mr. Parker who this morning 
brought up the question of thoroughly survey- 
ing, preceding control by any method. A very 
important part of this work is the investiga- 
tion that has been made or should be made. We 
have been guessing very largely. As far as I 
know there is no more accurate method of the 
determination of the amount of malaria than by 
making a house-to-house visit in rural commu- 
nities, and at the same time to try to-touch some 
of the salient features of malaria transmission 
and prevention. We must not overlook the im- 
portance of the school work and frequently a 
lecture in the school or an examination of the 
school children will give us an introduction into 
the rural sections where we have to inaugurate 
a house-to-house campaign. 

The point raised by Dr. Bass, lack of mental- 
ity of the class of people we have to deal with, 
is always to be considered. JI remember in one 
state last year, in talking to a man whom I 
found had moved from farm to farm every year 
or two, I asked him if he did not think it was 
important to screen his house. He said “Yes.” 
He could not “lay down” and take a nap in the 
summer time without being troubled by flies. I 
suggested that would be one reason, and I said 
malaria would be another. I said you get it 
by the bite of the mosquito. He said. “I have 
heard that. Well,” he said, “I did have ma- 
laria in about five places I have been and I did 
lose one child at the last farm I lived on before 
I moved here.” That is how seriously they con- 
sider the malaria problem. He thought he had 
lost that child by some other means. He did 
not think he was responsible. He did not have 
sufficient intelligence to feel responsible for it. 


It is part of our duty to help people discrimi- 
nate in such instances between Divine Provi- 
dence and devilish mosquitoes. Regrettably fre- 
quent are we apt to find that negroes will take 
up the work that you want done more readily 
than the low-grade white man. I have been 
surprised to find the number of screened houses 
on farms owned by negroes. One of the best 
screened houses I have seen in North Carolina 
was a negro’s house. He built it, a beautiful 
little cottage, a flower garden in front of it, and 
he said that he had done everything that the 
county health officer told him to do. He had 
full-length screens on his windows, sixteen-mesh, 
perfectly fitted, and the doors likewise installed. 
He had everything screened, I think, except the 
top of the chimney. Well, being a Southerner, I 


Vol 
hat 
ah 
| eds 
the 
| col 
an 
to 
hi 
ret 
| an 
nil 
th 
st 
th 
an 
Sz 
ar 
lis 
sa 
fa 
ro 
al 
te 
| bi 
0! 
| 
it 
r 
g 


Vol. XV No. 5 


hate to acknowledge that the negroes can get 
ahead of the whites, but I do have to acknowl- 
edge that that negro had a model cottage. I 
saw the most beautiful lightning rods on top of 
the house that I had ever seen, and I asked the 
colored woman why they had the lightning rods, 
and she said a man came along and sold them 
to the “old man.” He said: “We kind of took 
him like we did our health officer. Whatever he 
recommended, we put on our house.” I replied, 
“Do you know the good that lightning rods do?” 
and he answered, “Well, they say they keep light- 
ning from striking your house.” I told him 
three things that lightning rods are reputed to 
be good for. One thing, they keep lightning from 
striking twice in the same place; the other is 
they separate the thunder from’ the lightning, 
and another, they serve to tear the pants of 
Santa Claus when he comes down the chimney, 
and, I continued, “aside from those three things, 
lightning rods do not do much good.” 

I do not advocate the lightning rod man’s 
methods in doing public health work, but I do 
say that our health educational methods are 
faulty when people are still buying lightning 
rods to protect, as Lincoln once said, “against 
an offended Providence,” and do not know that 
proper screening and the use of screens will 
protect against malaria as well as being a pro- 
tective measure against typhoid, dysentery, etc. 

There has been a good deal said about Ala- 
bama, and I am very glad to see the extension 
of the urban work into the rural sections of that 
State, as reported. My experience has been that 
it does not spread very much. The farmers will 
do a certain amount of ditching, but most of our 
rural malaria control work for a few years is 
going to be by screening rather than by other 
methods. 


Dr. L. D. Fricks, U. S. Public Health Service, 
Memphis, Tenn.—We are all in perfect agree- 
ment that malaria is a rural health problem. 
Therefore, I am strongly convinced that its solu- 
tion will rest upon work done by the county 
health unit. I do not see that we have any 
other material to work with, and to me the most 
significant thing in our present campaign for 
malaria control is the announcement made by the 
State Health Officer of Alabama that he is now 
formulating a program for malaria control in 
twenty counties in Alabama. The same move- 
ment is on foot in Mississippi, in Virginia, and 
in North Carolina. To me that is the most en- 
couraging development of our cooperative work. 

Dr. C. C. Bass, New Orleans, La.—My studies 
have been chiefly along only one line of malaria 
control, viz., the cure of malaria carriers. In lis- 
tening to the paper and to the discussion, I 
have been reminded of the impression that seems 
to be general, and I am sure is quite the correct 
view, that the malaria problem is really a rural 

roblem and not an urban problem. That there 
is malaria in the towns located in regions where 
malaria is prevalent in the surrounding country 
is certainly true. In some of those towns the 
amount of malaria is considerable, but the ques- 
tion has frequently arisen in my mind to what 
extent malaria would continue in the towns if it 
were not for the malaria in the surrounding 
country. I feel very confident that it would 
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naturally be reduced considerably if such a con- 
dition should come about. 

My experience and observation indicates to 
me that there are certainly very great difficulties 
ahead of those who undertake to control malaria 
in rural sections, dealing as they must with the 
usual ignorant class of people. In most localities 
where malaria is prevalent, the most extreme 
ignorance is also prevalent. Educational meas- 
ures under these circumstances are not easily 
carried out. We may be able to get results in 
towns with the more intelligent class of people, 
but when we deal with the extremely ignorant 
class of people we have an entirely different 
proposition, whatever measures we seek to ap- 
ply. They are more or less — of your 
motives. They can not realize that any one is 
going to come to them and offer them advice 
with the motive that we have. : 

With regard to the methods of malaria control 
in rural sections, all of them surely are valuable. 
It does not take a great deal of propaganda to 
get some people to screen their homes. To that 
extent malaria will be reduced. It does not take 
much propaganda to get some of the progres- 
sive class of people to clean up their premises 
and reduce anopheline production. That will 
also do good as far as it goes. 

However, curing infected persons is certainly 
a most valuable method. There are definite lim- 
itations to this. It is not possible or by the 
most intensive surveys practical to discover the 
infection in all the infected persons in a locality, 
and it is not possible to get all persons found 
infected to take the necessary treatment to cure 
the infection. I know of no instance in which 
it has been possible to make anything like 100 
per cent of people found infected take proper 
treatment. They are not interested to that ex- 
tent. However, these limitations should not 
prevent following the method. 

In sparsely settled rural localities it should be 
less expensive to cure those who have malaria 
in a home than to prevent mosquito production 
in a sufficiently large area around the home to 

revent transmission. Under such circumstances 
it is possible that cure of infected persons may 
be the least expensive of the several methods 
of malaria control available. In towns the re- 
verse may be true. 

I wish to call attention to one way of con- 
trolling malaria to a considerable extent that 
does not cost anything. The physicians of the 
country treat a large percentage of the people 
who have clinical attacks of malaria. Many 
people treat themselves, it is true, but a great 
many are treated by physicians. They have the 
advice of the physician one or more times and 
frequently many times during the year. He usu- 
ally treats the clinical attack and discharges the 
patient without adequate advice as to cure of 
the infection. In a few days, or a few weeks, 
he may be called to treat the same patient again 
for a relapse due to failure to cure the infection 
previously. A person is a malaria carrier and 
a potential source of infection to others as long 
as he is not cured of the infection. 

Not 25 per cent of those treated by physicians 
for malaria are cured of their infection by the 
treatment they receive. Ten per cent would 
probably be a more correct estimate. If the 
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physicians of this country would cure their cases, 
there would necessarily be a corresponding re- 
duction in the prevalence of malaria. 

In Bolivar and Sunflower Counties, in Missis- 
sippi, we estimated that the physicians treat 
from 20 to 25 per cent of the clinical malaria 
that occurs in the country. Therefore, you could 
theoretically reach 20 or 25 per cent of the 
malaria in the county through the physicians. 
It should not cost anything to control malaria 
to this extent in this way except what it may 
cost to induce the doctors to do what they should 
for their patients. Some effort has been put 
forth in this direction and I believe that many 
more doctors are now advising theirs patients to 
take the standard treatment for malaria, for 
which this Association is largely responsible. If 
we put forth- further effort in this direction, I 
believe it would accomplish a_great deal at little 
‘cost. 

Dr. S. W. Welch, State Health Officer, Mont- 
gomery, Ala.—Dr. Coogle followed up the work 
of draining ditches and screening in five counties 
in which we did malaria control work. He fol- 
lowed it up with the quininization method and 
did it very successfully. He had five counties 
and did very excellent work in four of these. 
The fifth one was not quite so successful. He 
was detailed by the United States Public Health 
Service to do this work, and we expect next year 
that the Service will be equally as generous as 
it was this year. 

Dr. C. P. Coogle, Acting Assistant Surgeon, 
U. S. P. H. S., Memphis, Tenn.—In Mitchell 
County, Georgia, during the summer of 1920 we 
worked upon the problem of county-wide mala- 
ria control with a central headquarters, in a 
manner similar to the proposition just discussed 
by Dr. Welch, and while the work of one season 
can hardly be considered conclusive, unquestion- 
ably a great deal was accomplished in the way 
of malaria control. I believe that quinin sul- 
phate is one of the most important, if not the 
most important, agent which we can employ in 
county-wide malaria control. It is the most ef- 
fective remedy we have to offer the public in 
curing them of malaria infections at the present 
time; and it is believed that the preparation of 
this drug in a uniform manner of standard and 
adequate dosage will result in widespread benefit 
to the rural communities of the South. Judging 
from our observations in Mitchell County, Geor- 
gia, and the results accomplished there with a 
very limited force, I am decidedly of the opinion 
that malaria control can be feasibly conducted 
with the county as the unit of control wherever 
the malaria problem is of sufficient importance 
to warrant an expenditure for this purpose. 


Dr. H. R. Carter visited the territory in which 
we worked the year before this campaign for 
county-wide malaria control was undertaken by 
us, and he knows approximately what the ma- 
laria situation was in Mitchell County during 
1919. Our county-wide work was begun early in 
the spring of 1920 and continued throughout 
that summer. In 1921, several months were 
spent by me in making a malaria survey of the 
school children of Mitchell County, and while no 
detailed observations were conducted relative to 
the decrease in malaria during 1921 as compared 
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with 1920, unquestionably there was a very ex- 
tensive reduction during 1921. It is my opinion 
that during this year there were only a few 
hundred cases of malaria in Mitchell County as 
compared with several thousand during 1919 be- 
fore our work was undertaken. It is not claimed, 
however, that all of this reduction was due to 
extensive quinin administration. A part of the 
reduction is undoubtedly due to a dry season 
and part to education in malaria transmission. 


IMPORTANCE OF AND FACTORS TO 
BE CONSIDERED IN SELECTING 
NEW TOWNS FOR MALARIA 
CONTROL DEMONSTRA- 
TIONS* 


By JAMES A. HAYNE, M.D., 
State Health Officer, 
Columbia, S. C. 


It is very interesting to me as a medi- 
cal man to meet with engineers. The en- 
gineer that we have in South Carolina 
(sanitary engineer) says that when there 
is anything to be done, he gets a job. That 
is due to the efficiency of the engineers 
and their willingness to work. I have 
found that the chief function of an exec- 
utive officer is to surround himself with 
men who know what to do and see that 
those men do something and then take the 
credit for all that they do. Having in- 
itiated this custom, I find that South Car- 
olina has been very successful in the con- 
trol of malaria. 


The first factor that occurred to my 
mind in preparing this talk—and it arose 
on account of the discussion that we had 
last year—was the per capita cost of the 
work. It struck me that the very first 
and fundamental thing was to find out 
whether there is much malaria present or 
whether there is not. Of course the per 
capita cost of sanitating Chicago would 
be very little, or of sanitating some town 
in England where there is no malaria. 
But if you go to sanitate a town in which 
there is much malaria, then your per 
capita cost may be a very large per capita 
cost because you are doing a great deal 


*Read before the National Malaria Committee 
(Conference on Malaria), acting as Malaria Di- 
vision of the Section on Public Health, Southern . 
Medical Association, Fifteenth Annual Meeting, 
Hot Springs, Ark., Nov. 14-17, 1921. 
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of work. So the first thing is to have a 
careful survey of the town made that you 
propose to relieve of malaria and deter- 
mine by every method available whether 
there is malaria present or not because 
you are going to find this thing come up 
after you have done your work and cleared 
the place of malaria if they never had 
malaria. Now, you have got to get the 
fact that there is malaria and get the resi- 
dent to admit that they have malaria so 
that later on they cannot go back on their 
former statement. 


That is where the medical man can 
come in and assist the engineer, because 
the medical man can make a very careful 
survey of a town to determine whether 
malaria is present. After using the 
method of taking blood specimens and de- 
termining whether malaria was present, 
or examining the spleen, enlarged spleens 
and finding how many patients had ma- 
laria, the engineer can go to the physi- 
cian and ask how many cases he has had. 
Of course a physician is not going to tell 
you he has not any cases of anything, be- 
cause he does not want you to think that 
he has no practice, and if you go to him 
and ask him, in a malarial community, 
“Have you had any cases of malaria?” 
and he says “None,” why, the natural con- 
clusion is that he has not much practice, 
and you will find that the physician will 
exaggerate the number of cases. For in- 
stance, we had a physician who said he 
had two hundred cases of malaria in one 
town. When we pinned him down to 
facts he admitted that he had twenty. He 
said that would be violating professional 
confidence and we could not get any names 
at all. So the element of veracity in a 
physician must be taken into considera- 
tion. 


The next thing, after having found out 
the amount of malaria admitted in a given 
town, is the spirit of that town. Is it a 
dead town or is it a live town? Is it a 
town that, after the work is undertaken, 
will continue the work, or will it let it 
lapse after you have done it? That is an 
extremely important factor, for what is 
the use of spending a lot of money on 
malaria and then not having the work 
continued? 
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Another important factor is whether 
the medical profession will cooperate. We 
have often overlooked that question in do- 
ing our county health work. We have 
gone into a county, sent a competent man 
to do the work, and he failed to get in 
touch with the medical profession of the 
county—failed to get their cooperation— 
and although he did good work, the work 
failed because he did not obtain the coop- 
eration of the medical profession. You 
know the doctor is extremely autocratic, 
probably the most autocratic individual in 
the world. He goes into a sick room and 
makes a diagnosis and if he says the pa- 
tient has typhoid fever or any disease 
that he may diagnose, he is going to stick 
to that diagnosis, and he is going to be 
very much offended if anybody differs 
with him. So I rather advise a consulta- 
tion, especially in rural districts and where 
dealing with very small towns, so the very 
first proposition in a town is to go to the 
medical society of that town, or the com- 
munity, go into a medical meeting, and 
get the promised cooperation of that med- 
ical society. If you can get that and get 
their whole-hearted backing, you will ac- 
complish a great deal in that town and 
your work will be appreciated. 


The next thing is whether there is a 
chance to arouse interest in general health 
work. My experience is that we are too 
prone to specialize in different classes of 
health work. For instance, the bureau 
doing child welfare work specializes in 
child welfare work and the bureau doing 
malaria control work specializes in that 
work. We must find out whether we can 
get that town aroused so that it will es- 
tablish a health department and make that 
a part of the results of our work in get- 
ting rid of malaria. We have had one in- 
stance in South Carolina where we had 
an engineer and we got an opportunity to 
go there for the purpose of doing malaria 
work, and the result of his excellent and 
efficient malaria work was that he estab- 
lished the best city health department in 
our State. The letters that we got in re- 
gard to the work done in that city show 
that it was the malaria work that first 
stimulated the idea of having an efficient 
health department for that city. If we 
have a chance in one town to establish a 
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health department and in the other town 
we have no hope of doing that, we should 
choose the town in which we can proba- 
bly establish a permanent health depart- 
ment. 


The next item is that of per capita cost. 
It is a phrase that I do not like, because I 
do not think you can measure in. dollars 
and cents the accomplishment of any 
health department. We have to use some 
sort of measuring yard and we use a dol- 
lar for that purpose, but it is an extremely 
poor measuring stick. I have some fig- 
ures here that we took last year about the 
little town of Bamberg and how much 
it cost to do the work. The cost of doing 
the work in that town, which has a popu- 
lation of 1900 or 2000, was $29,000. That 
seems a very large cost. There were cer- 
tain deductions that could be made from 
that total cost. For instance, there is re- 
claimed land for agricultural purposes 
that can be valued easily at $10,000. That 
would reduce the cost to $19,000 and the 
per capita to $9. That is a great deal of 
money, but the economic loss in that town 
was $25,000 and the per capita was $16. 
Hence, was it not worth while to spend 
$9 to save $16? If there had been very 
little malaria and the economic loss had 
been $7 or $8, I doubt that it would be 
worth while to spend $9 to do the work. 


That brings us back to the first princi- 
ple. We must find out how much malaria 
there is, because upon that depends the 
economic loss to that town. The next is 
that the work shall strengthen the general 
health program of the state board of 
health. The work must be done to 
strengthen their hold upon the state and 
make the people turn to them when they 
need advice in matters pertaining to 
health. If it is stressed among those do- 
ing malaria work that is part of a great 
campaign, that it is being carried out for 
the betterment of health conditions in any 
county, city or town, you will accomplish 
a great deal. However, if you go down 
there and say, “This malaria work is ex- 
tremely efficient and when it is done you 
won’t have any more malaria,” and yet 
the town has typhoid fever more than 
usual or has some other disease more than 
usual, your efforts to relieve them of ma- 
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laria won’t be appreciated. In all your 
conversations with the people it should be 
your duty to let them know that malaria 
control is only a part of the great health 
work which is being carried on in the 
United States, and to strengthen in the 
public mind their respect for your entire 
health department. 


DISCUSSION 


Dr. L. D. Fricks, U. S. Public Health Service, 
Memphis, Tenn.—The men in the field, the en- 
gineers who are in charge of these demonstra- 
tions, should not lose sight of the fact that we 
did not expect when we undertook this coopera- 
tive program, with the small but efficient force 
at hand, that we would accomplish malaria con- 
trol throughout the South, but simply that we 
would begin a cooperative program with the ex- 
pectation, of course, of making successful demon- 
strations. More than that, we began with a 
determination to strengthen the state health de- 
partments through this work and thus enable 
them better to carry on their programs for 
health protection within their respective states. 


We have continued to work under the cooper- 
ative agreement for more than two years, and 
we can see at the present time approximately 
where we are getting, and where our efforts 
should be most strenuously exerted. While we 
have a few mistakes, it would have been impossi- 
ble to expect that this agreement would apply to 
every state entering into it with equal force and 
in exactly the same way. I think we are to be 
congratulated in the selection of our towns for 
malaria control demonstrations and in carrying 
these on so successfully. We have been able to 
stimulate malaria control in most of the South- 
ern states. Unfortunately some of the states, 
apparently, are not yet ripe for the program. 
Others, perhaps, have gone a little bit ahead 
of it. But I think we can all say at the present 
time that we have been engaged in an enormous 
work, and that we have been successful in doing 
what we had in view in the beginning, that is 
stimulating state health organizations and sup- 
porting and helping them to find a way for the 
development of malaria control within their re- 
spective states. When this has been accom- 
plished, then I feel that the cooperative agencies 
should withdraw and allow the states them- 
selves to carry on their programs. However, I 
do not think that this withdrawal should be 
premature, but that help will continue where 
needed and that we must at all times keep our 
eyes open for the best avenues of development 
for our malaria control work. 


Mr. W. G. Stromquist, Sanitary Engineer, City 
Board of Health, Memphis, Tenn.—Apropos of 
Dr. Hayne’s statement about towns that will not 
continue the work for more than one season, we 
should not feel too discouraged if some drop it 
after the first year. One of the Tennessee towns 
included in the cooperative program of 1920 did 
not carry on the work in 1921, mainly because 
of the financial conditions. Mr. Fuchs was there 
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a few weeks ago and they assured him that 
nothing could prevent them from resuming the 
malaria control work as they had more mos- 
quitoes and more malaria this year than they 
had had for years. 


Another Tennessee town which started the 
malaria control work in 1920 has employed a 
full-time sanitary inspector to work under the 
direction of the city board of health and have 
charge of the mosquito work during. the summer 
in addition to other sanitary work. This is an 
instance of what Dr. Hayne mentioned, namely, 
that malaria control work is often instrumental 
in creating public sentiment in favor of public 
health work. 


Mr. J. A. LePrince, Senior Sanitary Engineer, 
U. S. Public Health Service, Memphis, Tenn.—I 
am very glad to notice in all the exhibits that 
have come in, and in every chart that I have 
seen since our last conference, an excellent im- 
provement upon what was going on previously. 
I have noticed also that in several states certain 
towns that have come in too late have decided 
that they were going to do the work anyhow 
whether they were going to get state help or 
whether they were not going to receive help. 
There is food for thought in that. If we can 
get the towns, get more towns into the frame of 
mind that they are going to do the work anyhow. 
get them to want it as much as that—and I 
think we can get them to appreciate it as much 
as that—it is going to be well worth while. 


If, at the same time, we can let them under- 
stand what it is we will do, and what it is that 
we will not do, and then get them to desire to 
carry out what we want them to do, we shall 
have fairly easy sailing. But I do believe that 
it is necessary to begin right now, within the 
next few months, for the 1922 work. We are 
not going to get towns and town officials and the 
general public in that frame of mind rapidly. It 
is a slow growth, but if it is a sure growth that 
will grow steadily, that is what we want. 


Mr. C. H. Kibby, Birmingham, Ala—Dr. 
Hayne said that as one of the preliminary steps 
in deciding upon the town it would be best to go 
to the medical society and get their hearty back- 
ing. I am curious to know how he goes about it. 


Dr. Hayne (closing).—In answer to the ques- 
tion as to how we get the physicians to coop- 
erate, we do that in the same way by the same 
psychology that we employ to get any other body 
of men to cooperate: we tickle their vanity. We 
go to them and say to them that unless they co- 
operate with us the thing will be an absolute 
failure, and that by their cooperation it can be 
made a success; and we appeal to the pride that 
they have in their town and say that the in- 
creased efficiency of the citizenship of that town 
will make them more capable of paying the bills 
that the doctors will present to them. 
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FISH AS AN ANTI-MOSQUITO 
AGENCY* 


By J. A. LEPRINCE, 
Senior Sanitary Engineer, U. S. Public 
Health Service, 
Memphis, Tenn. 


Mosquito control by means of fish has 
been known of generally for many years, 
but its practical application has recently 
been extended. Experience indicates that 
it was never intended that one species 
of living creatures should completely 
eradicate another, but rather to prevent 
it from becoming too numerous. Just as 
Nature provides certain species of fish to 
prevent excessive production of certain 
species of mosquitoes, so also is provision 
made in Nature to place certain barriers 
between the mosquito-eating fish and the 
mosquito larvae to provide for their con- 
tinuation. The determination of econom- 
ical means of removing these barriers is 
of intense interest to the sanitarian, and 
there is yet much to be learned. 


In the malaria belt of our country, 
where malaria-conveying anopheles are 
most numerous, top-feeding minnows, 
which appear to prefer the larvae of ano- 
pheles to other forms of food, are not only 
abundant, but fortunately frequent wa- 
ters in which the larvae of the malaria- 
bearing mosquitoes are found. It is our 
present impression that most of our ma- 
laria in the United States is conveyed by 
Anopheles quadrimaculatus. We find that 
our most useful mosquito-destroying fish 
(Gambusia affinis) of this country ap- 
pear to propagate best in those bodies of 
water particularly suited to the develop- 
ment of Anopheles quadrimaculatus. In 
fact, Mr. Samuel F. Hildebrand, who has 
had more opportunity to study this sub- 
ject carefully than any of the rest of us, 
states that the little Gambusia affinis is, 
generally speaking, limited geographically 
to our malaria belt. 

From time to time our public press be- 
comes interested in gold fish, and such 
wild suggestions have been made as stock- 
ing natural waters of large areas with 


*Read in Section on Public Health, Southern 
Medical Association, Fifteenth Annual Meeting, 
Hot Springs, Ark., Nov. 14-17, 1921. 
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gold fish. These suggestions, if carried 
out, would result in failure and discour- 
age action along really effective lines. 
There is no question about fish being a 
useful anti-mosquito agency. What san- 
itarians should be most interested in is to 
determine which of all the mosquito- 
destroying fish will prove most effective 
in the mosquito control problems in the 
waters in which they desire practical 
mosquito elimination. 


Regarding the efficiency of gold fish, 
several observations have already been 
reported where gold fish and anopheles 
larvae (in all stages of development) 
were found living happily together in 
large concrete tanks with vertical side 
walls and no floatage or vegetation on 
or below the water surface. In one of 
these cases the fountain tank was close 
to an expensive residence and the lady 
of the house was in bed as a malaria pa- 
tient. Gold fish eat mosquito larvae, but 
cannot always be depended upon to eat or 
eliminate them so thoroughly as do other 
species of fish. 

From Maryland southward, the Gam- 
busia affinis appears to be the best fish 
we have for anopheles control and mos- 
quito control. In several reported in- 
stances, it has been noted that this fish 
controls the anopheles production more 
thoroughly than that of some other spe- 
cies of mosquitoes. It appears as though 
this particular top-feeding minnow pre- 
fers to feed upon the larvae that remain 
at, or move about upon, the surface of the 
water. As a negro boy once said, “Boss, 
the top-minnows eats the high top float- 
ers.” 

Any experienced field director of ma- 
laria control will tell you that gambusia 
are excellent agents for mosquito control. 
But those of us engaged in mosquito con- 
trol in extensive areas do not understand 
that to mean that this fish will give de- 
sired results under all natural conditions. 
We understand them to mean that these 
fish are doing the very best that Nature 
is allowing them to do; that Nature often 
arranges so as temporarily or permanently 
to prevent the fish from completely elim- 
inating the mosquito, unless this twenty- 
four-hour-per - day unsalaried - mosquito- 
inspector has some proper cooperation 
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from the health officer and his as- 
sistants. With fish control we get some- 
thing for next to nothing. We do not get 
100 per cent desired results for nothing. 
Nature knows better than to do that. The 
health officer must help the fish help them- 
selves. He must be on the qui vive for 
the sudden appearance of Nature’s bar- 
riers between the fish and anopheles lar- 
vae, and also determine the most econom- 
ical means for their removal or destruc- 
tion. By removing one barrier, you may 
unconsciously be creating a_ substitute. 
You must be certain the barrier is com- 
pletely removed and that it is not only 
supposed or reported to be removed. As 
the Irishman said, “Your own eyes are 
much better than those of others. whether 
they are as good or not.” 


Artificial fish control of anopheles prop- 
agation may and probably will be exten- 
sively used within the next few years in 
the territory included in the malaria belt 
of our country. There are certain condi- 
tions under which fish control is not ap- 
plicable. To go into a full discussion of 
that would take several hours. Also, I am 
not here to tell you all about fish control. 
There is much yet to be _ investigated. 
Those of you who are really interested in 
the relation of fish control to malaria 
elimination and intend to use fish control 
methods, should study the publications by 
Mr. Samuel F. Hildebrand, who is with 
us today, and by all means read the inter- 
esting report of the excellent fish control 
demonstration campaign conducted by 
Dr. H. H. Howard in Hinds County, Mis- 
sissippi, and published in the SOUTHERN 
MEDICAL JOURNAL, Vol. 13, No. 4, April, 
1920, page 260. 

If you have malaria-control problems 
where you are not sure whether fish con- 
trol would be applicable or not, a letter 
to the state health officer will bring such 
assistance and advice as you require for 
your problem. You need not be afraid 
of a thin or intermittent oil film killing 
gambusia. 


You may be interested to know that 
Mr. Leopolda Villegas, Mayor of Laredo, 
Tex., has had gambusia placed in every 
well, cistern, water barrel and other size- 
able water container in town; and that in 
Brownsville, Tex., the Woman’s Club, the 
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Boy Scouts and the City Manager, Mr. 
Groupe, are doing similar control work. 
In these cases, it is a question of elimina- 
tion of Aedes argentus, the yellow fever 
mosquito. The work is done primarily to 
make it impossible for any yellow fever 
case imported from Mexico to cause sec- 
ondary local cases and incidentally to con- 
trol the mosquito pest nuisance. 

Last autumn these little fish were prop- 
erly distributed in the water containers 
throughout the towns of Tampico and 
Tuxpan, on the coastal plains of Mexico, 
by direction of the Mexican Federal 
Health Service, and they drove yellow fe- 
ver from these towns. During the pres- 
ent summer yellow fever remained absent 
in those large towns, although cases oc- 
curred in near-by villages. The Mexican 
health authorities are to be congratulated 
upon the rapid and economical results ob- 
tained under difficult conditions. We 
found Mexican inspectors at Laredo 
could inspect house yards of twenty blocks 
per man per day. I have personally ac- 
companied Mexican inspectors at Laredo, 
Tex., and have seen them inspect 263 
house yards per day, record their findings 
intelligently, and repeat the operation on 
succeeding days with the thermometer 
above 90° in the shade at noon. 

It is our duty in coming to such a con- 
ference as this to act as distributors of 
useful information that will lead to an 
increase of applied practical sanitation. 
The discussion of this subject will be of 
more practical use to you than that which 
is now being read. 

The following suggestions are offered: 

(1) The value of gambusia to the peo- 
ple of the South should be very much 
more commonly known than it is today. It 
is the duty of the health officer and the 
sanitarian to see that they realize it. If 
you are ready to do your share, the ed- 
itors of the public press in your section 
are ready to assist you right now. 

(2) Each county health officer in the 
malaria belt should make it his business 
to see that a fish hatchery is established 
at the county seat, where those who come 
into town on Saturday afternoons can and 
will notice it. In some towns a concrete 
tank can be placed in the court house 
square, gambusia should be installed, and 
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the attention of the public invited to the 
fact by an appropriate sign. Also, own- 
ers of permanent stock ponds generally 
allow us to use their property as hatch- 
eries. 


(3) In Tampico, ‘iia Dr. A. Cua- 
ron, representing the Mexican Federal 
Health Service, surrounded each of the 
large concrete fountain basins in the pub- 
lic plaza, where the crowds gather, with 
a four-foot high picket fence, painted in 
the national colors, red, green and white, 
and kept the tanks empty and everybody 
guessing what it was all about. Later he 
turned on the water, stocked the tanks 
heavily with gambusia and had appro- 
priate signs attached telling the public 
that these fish would drive yellow fever 
out of the city if the public would ask 
for them and use them in cisterns and all 
other water containers to prevent mos- 
quito production. The public response 
was all that could be expected. The plan 
was a huge success. 


(4) In many counties there are per- 
manent ponds near well-traveled good 
roads. These ponds can be stocked easily, 
at small expense, and large signs used to 
tell the rural public that the county health 
officer can supply them with gambusia. 
In many cases the women’s clubs, or 
chambers of commerce, etc., can and will 
gladly help to finance the making and in- 
stalling of this large advertising sign. 


(5) The wise county health officer is 
aware that the-public is of the opinion 
that “seeing is believing,” and knows that 
the public can both see and feel the effect 
of the absence of the mosquito pest and 
of the usual seasonal malaria. If correctly 
planned, mosquito control measures can 
be made to be a lever for other classes of 
rural sanitation that are not yet so readily 
measured by the public eye. Some of our 
progressive county health officers are ap- 
pa this idea with excellent visible re- 
sults. 


(6) The county superintendents of 
schools can be interested and jars of fish 
kept in each school. Final school exam- 
ination papers can contain a question or 
two about gambusia. There should be 
properly labeled exhibits of gambusia at 
every county agricultural fair. This ex- 
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hibit could be used to induce farmers to 
breed this fish in their stock ponds. 


(7) Many stock ponds in impervious 
soils go dry in the summertime. A health 
officer can often, by proper suggestion, 
get the farmer to deepen the pond at one 
point sufficiently to retain some water 
throughout the period of drouth. This 
will keep the fish alive, provide water for 
stock and help to prevent malaria trans- 
mission. It can be done in the season of 


the year when other work is not press-_ 


ing. A drag scraper and one or two 
mules could do this work in a short time 
and give permanent beneficial results. 


(8) The Gambusia affinis is present 
and waiting to help the health officer, 
waiting to work 12 to 24 hours a day for 
him throughout the entire mosquito sea- 
son without pay. The important ques- 
tion is, Are the health officers ready, or 
are they only waiting? Will they give 
the gambusia the little assistance neces- 
sary to overcome the barriers placed by 
Nature in front of this small fish of big 
sanitary importance? 


Discussion follows paper of Mr. Johnson, page 376. 


EFFICIENT AND ECONOMICAL USE 
OF OIL IN THE PREVENTION 
OF MALARIA* 


By E. B. JOHNSON, 
Assistant Sanitary Engineer, Alabama 
State Board of Health, 
Montgomery, : Ala. 


Ever since the inception of malaria 
control work, oiling has occupted a prom- 
inent place in such work, and probably, 
in the minds of the public and of many 
physicians and other people interested in 
health work, it is regarded as the most 
important factor in malaria control. The 
fact that oil regularly applied to standing 
water will prevent the anopheles mos- 
quito, the sole means of the conveyance 
of malaria from person to person, from 
reproducing, has made a profound im- 
pression upon the public mind far out of 
proportion to its real importance. 


*Read in Section on Public Health, Southern 
Medical Association, Fifteenth Annual Meeting, 
Hot Springs, Ark., Nov. 14-17, 1921. 
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To accept oiling as the panacea of all 
mosquito ills, a thing which the general 
public and all too many health workers 
have done, is to overlook far more impor- 
tant methods, and methods which should 
by all means have precedence over oiling. 
No amount of oiling can ever take the 
place of adequate drainage and _ filling. 
The most fundamental principle of mala- 
ria control work should be drainage and 
filling of all anopheles breeding places 
wherever economically feasible. 

We have come to believe that in gen- 
eral permanent ponds, pools, cisterns, 
wells and the like in which anopheles may 
breed can be controlled much better by 
other means than by oiling. Oiling is de- 
pendent upon human nature, which is far 
from infallible. In the common top-min- 
now, or gambusia, we have a destructor 
of mosquito larvae and pupae which does 
not depend upon human nature, which 
works three hundred and sixty-five days 
a year, and which never takes a vacation 
or goes on a strike. Why depend upon oil- 
ing when we have this far better means 
of control which can be used in such 
places as those mentioned? Use gambusia 
instead, for they have given the desired 
results more economically and more ef- 
la in almost all places where tried 
out. 

In other places we have found that oil- 
ing does not work at all. In polluted wa- 
ter, oftentimes in that which is_ so 
slightly polluted that anopheles will not 
breed in it (and it should be understood 
that anopheles will not breed in heavily 
polluted water), oil sometimes will not 
film. When we consider that the action 
of the oil is to form a film over the sur- 
face of the water, through which the ano- 
pheles larvae and pupae cannot breathe, 
it is easy to see that using oil on polluted 
water where it will not film is a fine way 
to waste oil, but a very inefficient and un- 
economical way to use it. Such places can 
be controlled by applying “Kreso Dip No. 
1” with a hand mist-spray pump. 

When the necessity for using oil in such 
places has been eliminated, a long step 
has been taken in the efficient and eco- 
nomical use of oil, but there is still left a 
wide field in which, so far as our present 
knowledge goes, oiling is supreme. In wa- 


| 


Vol. XV No. 5 


ter barrels where anopheles sometimes 
breed, in semi-permanent ponds (those 
which may last long enough after a rain 
to produce anopheles, but not long enough 
to justify the use of gambusia), in the 
innumerable pools, puddles and marshes 
which accompany a rainy spell during 
the breeding season, in ditches where the 
current is not swift enough to prevent 
anopheles breeding, we know of nothing 
which will take the place of oiling. In 
anopheles control work it will be found 
that this class of work which must at 
present be taken care of by oiling will 
cause by far the greater proportion of the 
continuous expense, will give by far the 
most trouble, and will give the public by 
far the best opportunity to offer the ob- 
jection that the work is being inef- 
ficiently and uneconomically done. It is, 
therefore, of the greatest importance to 
do this class of work with the utmost ef- 
ficiency and economy possible. 

For the first, or water barrel class, a 
mixture of half crude oil and half kero- 
sene should be used. Waste oil from 
garages — that drained from the crank 
cases of automobiles —can also be used, 
but in this particular class it will be more 
effective if strained and mixed with an 
equal volume of kerosene. The use of the 
“mosquito oils’ now being so highly 
recommended by several companies should 
be avoided, if possible, as many of these 
have proved to be very unreliable and in- 
effective. The use of black oil in the place 
of crude oil should also be avoided, as 
black oil is very inferior and will almost 
always fail to do the work expected of it. 
It is best to put a thick coating of oil di- 
rectly on the surface of the water in the 
barrel, some advocating the use of as 
much as a pint to a barrel: such an 
amount of oil holds a film sufficient to 
prevent anopheles production for several 
weeks, whereas a thin film requires re- 
newal once a week and almost invariably 
some barrels are missed in the renewing 
and become breeding places. 

In all other places a mixture of equal 
parts of crude oil and kerosene will 
give the best results. The proportion 
should not be changed unless experi- 
mental trial shows that in the particular 
locality in question and at the particular 
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time in question another proportion works 
better. Even in cases where this is true, 
it should be borne in mind that at an- 
other season of the year the fifty-fifty 
mixture may become more efficient. 
Waste oil from garages, mentioned above, 
may be substituted for this mixture with 
success. Oil used on this class of work 
should be applied once a week and as near 
as possible on the same day of each week, 
thus making sure that there is an un- 
broken film of oil on the water at least 
once every seven days. If this is not 
done, a sufficient time may elapse between 
films to allow the production of a crop of 
anopheles. 

The application of oil in all this work 
is best accomplished by thoroughly mix- 
ing the oil with sawdust and applying it in 
the manner described below. Sawdust 
used for this purpose must not be green, 
must not be hardwood sawdust, and must © 
be dry. Enough sawdust should be used 
so that the mixture is not wet to the touch, 
is of a brownish or leaden hue rather 
than.black, and so that the particles will 
separate cleanly when a handful is 
thrown on the water: if the particles 
clump together on such a test, more saw- 
dust is needed. The amount of sawdust 
used will be surprising: several times as 
much sawdust as oil will be necessary. 

This sawdust and oil mixture should be 
allowed to stand for twenty-four hours to 
allow the oil to soak well into the pores of 
the sawdust, and is then ready for use. In 
oiling ponds, pools, and puddles, the saw- 
dust should be scattered or sowed on the 
surface, as one would sow wheat or oats. 
Particular attention should be paid to the 
edges and to vegetation in the pond, as 
these places are where the anopheles lar- 
vae and pupae are most liable to be. 
Enough sawdust should be used so that 
there is an unbroken film of oil upon the 
surface, especially in the places noted. 


Ditches, with the exception of seepage 
ditches, where the flow i: small and slow, 
should be oiled by sowing several hand- 
fuls of the sawdust on the water at the 
head of the ditch and then repeating 
where the film thus formed becomes in- 
adequate: this distance must be deter- 
mined by trial and will vary greatly in 
different ditches and under different con- 
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ditions of flow and of cleanliness of flow 
line. It may in some instances be as 
great as a quarter of a mile or even more, 
and under other conditions not over a few 
hundred feet. 


Seepage ditches should be oiled by 
soaking a ball of common waste about the 
size of a baseball in the same mixture of 
oils for the same time, and then pinning 
it to the bottom at the head of the ditch 
with a peg or twig so that the whole is 
entirely below the surface of the water. 
One hundred feet below this a boom 
should be placed entirely across the ditch 
with edges two inches below and two 
inches above the flow line. Just below 
this boom another ball of waste should 
be secured in the same way as the first, 
and this procedure repeated throughout 
the length of the ditch. 

In oiling semi-permanent ponds, a 
three-quart flour or sugar sack may be 
filled with oil-soaked waste and sawdust, 
allowed to soak in the same mixture of 
oils for twenty-four hours, and then 
moored in the pond by a rock and rope 
long enough to allow the bag always to 
float, but not long enough to allow the 
bag even to touch the sides of the pond. 
Such a sack will give off at once a film 
sufficient to kill all anopheles larvae and 
pupae present and will then maintain for 
a long time a film sufficient to prevent 
anopheles from laying their eggs on the 
water. In two ponds oiled by this method 
in Montgomery, Ala., anopheles breeding 
had not been resumed eleven weeks after 
the sack was moored. The big advantage 
of this method lies in the fact that less 
oil is used, the labor cost is reduced, and 
the human equation is eliminated for a 
considerable length of time. 

In oiling places it is difficult to reach 
with sawdust, as under low buildings, the 
same mixture of oils, or waste oil from 
garages strained and mixed with an equal 
volume of kerosene, may be applied with 
a knapsack sprav can. For general use, 
however, the k::ipsack spray can is heavy, 
unwieldy, wastes oil badly, and is all too 
often used in a ridiculous manner by la- 
borers; and the use of it should be re- 
duced to the smallest amount possible. 

An adequate inspection service is an 
absolute essential in efficient and econom- 
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ical oiling. Oiling is very unsatisfactory 
at best. Certain experiments now under 
way give promise of revealing a method 
of control which can be used in the place 
of oiling and which will be far better 
than oiling. However, until the experi- 
ments have been concluded and the 
method proved good in actual practice, it 
caunot be accepted as a universal substi- 
tute for oiling. In the meantime we must 
trust to oiling, and if the oiling is to do 
what is expected of it, an adequate inspec- 
tion service must be maintained. 

The first step in good oiling is to confine 
the oiling needed to the smallest amount 
possible by the use of drainage, filling, 
fish and the use of other larvicides in 
places where oil will not do the work. 
What oiling is then necessary should be 
done in accordance with the methods out- 
lined above; and an adequate and ef- 
ficient inspection service should be main- 
tained to make sure that the oiling is 
really doing the work which is required 
of it. The oiling will then be about as 
efficient and economical as we know at 
present how to make it. 


DISCUSSION 


Papers of Mr. J. A. LePrince and Mr. E. B. 
Johnson. 


Mr. Samuel F. Hildebrand, U. S. Bureau of 
Fisheries, Washington, D. C.—Mention has been 
made of the research still required and of our 
limited knowledge of the use of fish; and that, 
of course, is very true. However, I feel that we 
are making wonderful progress. A year ago 
last spring I was assigned the pleasant task of 
visiting the various health officers in the South. 
I went from state to state, first calling upon the 
state health officers, and thereafter I went where- 
ever they directed me to go. At that time there 
were very few health officers who were using 
fish. They all had heard of fish and their ap- 
plication in anti-malaria work, but they had not 
reached the point where they really felt that it 
was a practical thing. Only six months later, 
when we had a conference at Louisville, Ky., 
and even before that, we were receiving encour- 
aging reports. This year the work has spread 
until I am beginning to fear that the pendulum 
has swung too far and that there is | eet of 
leaving too much work for the fish to do. 

I carried on some investigations this summer 
for the purpose of acquiring more information 
relative to the true value of fish as agents for 
the control of mosquito production. The details 
of this work have been given before another sec- 
tion of this meeting. From these studies it ap- 
pears that even under very unfavorable condi- 
tions we can expect approximately 90 per cent 
decrease in mosquito production by the use of 
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gambusia, and when there are no barriers in 
the way we often get complete control. The 
thing we must work on most is to recognize the 
obstacles or barriers to which Mr. LePrince has 
referred, and then we must learn how to elim- 
inate them. 

Mr. LePrince is of the opinion, and I have 
seen this in print and heard it stated by others, 
that gambusia is more efficient in destroying the 
anopheline than the culecine larvae and pupae. 
The data which I have collected, if they show 
anything, show that the reverse is true. 

Mr. LePrince also referred to the necessity 
of the removal of vegetation, which is a very im- 
portant matter. He stated that it must be known 
to have been removed, not only reported to have 
been removed. What he meant to say was that 
such work, if undertaken, must be thoroughly 
done. I have given before another section of 
this meeting the result of my experiments in re- 
moving vegetation from ponds. 

I shall not repeat the details here, but I may 
say that I found that by partly removing certain 
types of vegetation and not doing it thoroughly 
we increased mosquito production about ten 
times. That is to say, if we had not removed 
the vegetation in part we would have had very 
much better control. The reason for this is that 
the vegetation, if it is dense, very frequently 
will grow up above the surface of the water, 
leaving only the slender stems to penetrate the 
surface of the water, and which furnish little 
or no protection, whereas vegetation which is 
secant or which is just growing up has many 
leaves at the surface and the leaves, when 
ge 4 or slightly submerged, form the barrier. 

then, the removal of vegetation is _under- 
taken, it must be thoroughly and completely re- 
moved. 

The suggestions for educational work consti- 
tute the most important part of the paper which 
we have just heard. I wish to give you a few 
examples of the questions that have been asked 
me at various times which show the need for 
education. I am very frequently asked, in 
speaking of minnows in relation to mosquito 
control, “How do they catch the mosquitoes; do 
they jump out of the water for them?” I ex- 
plain that the fish do not do that, but that they 
eat the larvae or the wiggle tails of the mosquito 
which live in the water. That is more news! 
People have known the mosquito and the wiggle 
tail all of their lives, but they have not connected 
the two. These questions do not come from the 
uneducated alone. They have been asked by 
business men and by professional people. A 
lawyer who is’a graduate of one of our promi- 
nent universities, who has had several years’ 
experience as a lawyer, and has had malaria 
himself—and you know that a lawyer is sup- 
posed to be versed on all subjects—admitted that 
he had never associated the wiggle tail with the 
mosquito. A doctor of twenty years’ experience 
as a physician was arguing with me the other 
day and became greatly disgusted because I in- 
sisted that the tadpole and the iisentte tail were 
not one and the same thing. 

Then we have those people whe insist and 
maintain that mosquitoes breed in weeds. I say, 
“No, they cannot breed in weeds unless there is 
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standing water beneath them.” They say, “Yes,” 
for have they not seen the mosquitoes come from 
the weeds and trees? Just the other day, a 
bank president made this same statement, and 
again I stated that it was impossible, for the 
mosquito must have water to reproduce its kind. 
The gentleman turned his back on me in utter 
disgust. 

Only recently a Colonel in the Medical Corps 
of the United States Army asked me from what 
the wiggle tail originated. I told him that it 
originated from the egg laid by the mosquito. 
He said of course he knew that it originated 
from an egg somewhere, but he did not know 
whether or not there were any intermediate 
stages. 

Last spring I was in the office of one of our 
state health officers when a news reporter came 
in and asked the health officer for news. The 
doctor dictated the following statement: “Mr. 
Hildebrand, of the United States Bureau of Fish- 
eries, is here consulting with the State Health 
Officer and the sanitary engineers as to the best 
method of controlling malaria by the use of fish.” 
That statement was quoted verbatim, but here 
is the headline which was supplied by the paper, 
“Eat More Fish. Best Way to Control Malaria.” 

I have given the few foregoing examples 
merely to show the need for education, hoping 
thereby to emphasize the timely suggestions of- 
fered by the Senior Sanitary Engineer. 

Dr. T. H. D. Griffitts, U. S. Public Health 
Service, Norfolk, Va.—I have been conservative 
in the use of fish in malaria control. I have 
had occasion to know that they have done won- 
derful work in certain parts of the country and 
under certain conditions anywhere from Texas 
to the northern boundary of Virginia. But when 
I can come now and hear Mr. Hildebrand say 
that the pendulum has probably swung too far 
the other way, and listen to Mr. LePrince stress 
so strongly the importance of removing “bar- 
riers” against the action of top-minnows, I feel 
like limiting very much my discussion of the 
paper. 

Now, relative to newspaper articles in adver- 
tising these little minnows, I saw a squib re- 
cently—an editorial squib—in which it was said 
that fish were to be raised in this country and 
sent to Spain for the pu _ of controlling mos- 
quitoes. The editor sai “That reminds me 
of purchasing a ‘hair tonic’ from a bald-headed 
barber.” 

To my mind the most important use to which 
we can put top-feeding minnows is their intro- 
duction into newly made ponds. There is no 
subject that has struck at the heart of the wel- 
fare of the South so much as the impounding 
of water for hydro-electric power purposes, both 
from the industrial development standpoint and 
the health standpoint. Wherever water is im- 
pounded in Southern states, arrangements should 
be made before the water is impounded for stock- 
ing that pond immediately or just before the 
dam is closed. There should be a sufficient num- 
ber of hatcheries of sufficient size to have plenty 
of top-feeding minnows to be placed in these 
waters from the start just as soon as possible. 

It so happens that in these impounded water 
projects—some of them at least—gambusia may 
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erhaps not have been prevalent there before. 
heir introduction should be looked after in the 
large reservoirs and in the smaller ponds 
throughout the country. 


Another point is that in certain sections of 
the country this year there has been an unprece- 
dented drouth. In North Carolina and Virginia, 
especially, it has been very dry. Swamps that 
have been wet for twenty-five years have dried 
up, and it seems to me there is a possibility of 
increase of malaria in a normal season or wet 
season following such adry season, if the top- 
feeding minnow and other natural enemies of 
the sg eyes are killed out in those swamps. I 
think following a dry season we should especially 
look after the re-establishment of the top-feeding 
minnows in these swamps and ponds. That 
would apply especially in connection with rural 
malaria control. 

One other point is the longevity of top-feeding 
minnows in artificial containers or artificial 
places where. they have been transported from 
their natural habitat. In June, 1917, I placed 
ten male and ten female gambusia in an old 
brick-walled tank about twenty feet wide. The 
water was very foul and the place was filled up 
with bricks and chunks of wood, old tin cans and 
general rubbish. The water was so foul that I 
had no idea they would live in there a month. 
A month ago I found about five hundred there. 
That makes four years and five months. So I 
find it is safe to conclude that they will live un- 
der rather adverse conditions for a rather long 
period. 


Mr. W. H. W. Komp, U. S. Public Health 
Service, Camilla, Ga.—Influenced by the ecclesi- 
astical atmosphere, this has become an experi- 
ence meeting, and I want to give testimony as 
to my conversion to a faith in oil. A new 
method of anopheles control has been evolved, 
which makes the use of oil for this purpose a 
back number. I had the pleasure this fall of 
being associated with Dr. M. A. Barber, of the 
U. S. Public Health Service, who is in the audi- 
ence, and can tell you more about the new 
method than I can. I have had practical experi- 
ence in the use of oil as an anti-malaria measure, 
and I want to make it clear right now that there 
is a difference between the use of oil as an anti- 
malaria measure and as a mosquito prevention 
measure. The two are entirely separate things. 
The new method is not applicable to culex con- 
trol, which is its chief disadvantage. 


The method Dr. Barber has evolved is the use 
of Paris green or other arsenical for the de- 
struction of anopheles larvae. Mr. Johnson has 
gone on record as saying that oil in no case will 
destroy 100 per cent. So far as we know, Paris 
green will not give 100 per cent control, but it 
did give 99.36 per cent control inside of twenty- 
four hours. It is effective wherever oil can be 
used. It is also very effective in places where 
oil cannot be used against anopheles larvae, es- 
pecially in dense aquatic vegetation where fish 
can not penetrate and in stream breeding. Oil- 
soaked sawdust which has lost its oil forms itself 
a protection for the anopheles larvae, and there- 
fore cannot be recommended. The arsenical dust 
method will be published in the U. S. Public 
Health Reports and will contain full report 
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of the method. The arsenical dust acts as a 
stomach poison, exerting a selective action upon 
anopheles larvae because of their surface-feed- 
ing habit. 


In regard to the difference in cost of the two 
methods I can give you some data. Ten cubic 
centimeters of Paris green are mixed with two 
quarts of ordinary road dust. That mixture is 
sufficient to treat one thousand square feet of 
water surface. The method of application is 
simply to sow that dust containing the Paris 
green over the surface, standing to the wind- 
ward side so the dust will go all over the surface 
of the water in the same way that a dust cloud 
settles on the landscape after an automobile 
passes on a dusty road. 


As to the cost of oil, the usual method is the 
use of the spray can, using something like one 
ounce to every fifteen square feet of water sur- 
face. Oil costs between 10, 15 and 20 cents a 
gallon. You can figure the mathematics your- 
self. On the other hand, Paris green used in 
this proportion over a thousand square feet costs 
exactly seven-tenths of a cent at ordinary prices. 


Regarding the use of oil in artificial contain- 
ers, Dr. Barrow, Chief Surgeon of the Central 
of Georgia Railroad, has reported the use of or- 
dinary lime as a most efficient substitute in rain 
barrels. He says that one-half pound of ordi- 
nary lime placed in a rain barrel will be effective 
all season. That has not been tried so far as I 
know except on the Central of Georgia Railroad; 
but Dr. Barrow has given that particular method 
—. and I am sure it would be worth a 
trial. 


Dr. H. R. Carter, U. S. Public Health Service, 
Washington, D. C—Mr. Hildebrand spoke of 
leaving too much for the fish to do. What he 
means is that where the fish cannot get at the 
larvae you can not expect them to eat them. 
Where there are many fish, if they are hungry, 
they will go through an amount of growth and 
trash more than you would think. We must elim- 
inate the protection of the larvae from the fish. 
As possibly some of you know, Mr. LePrince, 
Mr. Griffitts and I have worked together—the 
speaker since 1913, the others since 1914 or 
1915—on the problem of the impounded water 
in the South and how it affects the incidence of 
malaria. We found its effect was usually very 
bad. The edges of the ordinary pond, and those 
you have heard spoken of in Georgia recently, 
you clean up with spades and shovels. Lake 
Bankhead, on the Black Warrior River in Ala- 
bama, has 235 miles of shore line. I do not 
think that one man would willingly undertake 
to clear that with a spade and shovel. The 
Coosa pond of Lock No. 12, in Alabama, has 
from seventy-five to a hundred miles. But even 
that it is impossible to do by hand. 


In all these large collections of water the 
drift, which is heavy stuff, does not protect 
against the gambusia; but the floatage, which is 
very small stuff, about one-fourth the size of the 
head of a pin, is what protects the anopheles 
from the gambusia. In some places it will be 
so thick that it has lifted itself out of the water; 
and, of course, in dry places no larvae. grow. In 
other places it is still soaking wet and the larvae 
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4 on top of it in the film of water on the sur- 
ace. 

Fish are worth practically nothing in floatage. 
That is to say, they may destroy a million or so 
of ‘larvae, but that is only a small proportion of 
the number that are there. In the Coosa pond 
in 1915 the company responsible for it was very 
much alarmed at the number of suits brought 
and wanted to do the best they could to prevent 
the criticism and the appearance of malaria. 
All who blamed them for the malaria adjacent 
to the pond said it was because of their lowering 
the pond and leaving the edge exposed to the 
sun. They, therefore, at considerable expense, 
in a telephone line some one hundred or two 

undred miles up the river; put in a steam 
plant so as to supplement their power and keep 
the pond at a constant level. Whenever a flood 
would come they opened up the wier and let the 
water pass out of it. Whenever they did not 
have water enough for power without lowering 
the pond too much, they started the steam plant. 
In other words, they went to an expense of many 
thousands of dollars and tripled the amount of 
anopheles that would otherwise have been pro- 
duced. Well meaning but unwise was their prac- 
tice. 

The Parr Shoal pond in South Carolina in 
the same way was kept at a constant level by 
the United States engineers and was one of the 
worst breeding ponds I ever saw in my life. 

What we recommend is to keep the water as 
high as possible during the non-breeding season— 
roughly, from October 1 or 15 until June 1 or 
15 of the following year—and then lower it as 
much as could be economically afforded for the 
summer. Keeping the pond up, say three feet 
above the summer level, would kill all land 
grass, all land vegetation up to the level of the 
water. Lowering it in the summer gives it al- 
most a perfectly clean bank. For the second 
year I think I can leave out the “almost.” Nat- 
urally the drift, the floatage, and everything ac- 
cumulating in the winter will land upon the 
bank and leave the water edge practically bare 
so that the fish can find the mosquitoes. 

In addition, we asked that they would save 
every rise that came down. Instead of losing the 
water, which is worth much to the power com- 


_pany, they keep that dam closed and save the 


rise, and raise it two or three inches or a foot 
or two as they can, and then lower it again aft- 
erward. Whenever you make a mosquito move, 
the fish has a chance at him, whether from low- 
ering the pond level or raising of the level. 
Also, when the freshet comes their floatage 
comes down. It will to the bank and if that 
level is two or three feet above summer normal, 
then when the level is lowered again it will be 
left upon the bank stranded above water level. 
This is the first time I have had an opportu- 
nity to see the effects of that work. At Badin, 
in North Carolina, which both Mr. Hildebrand 
and Dr. Griffitts will agree, was at one time a 
bad pond when breeding anopheles, we had ex- 
tremely good results. It is the American Alum- 
inum Company’s pond, and aluminum was sell- 
ing very low. The manager asked what he could 
do to lessen malaria. We told him he did not 
need so much water this year; to lower his pond 
thirty inches; and he said he would do that. I 
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went there in August, and, in fact, stayed there 
from August 1 to August 20. I went over that 
pond with two assistants and found practicall 
no anopheles larvae on the banks of the pond. 
The banks at the water’s edge were clean and 
the gambusia had absolutely attended to the rest. 
Too much had not been left to them. I may 
say in addition that the manager there had 
planted a large number of gambusia, had two 
gambusia hatcheries, and practically every day 
in summer carried from five hundred, to a thou- 
sand to the creeks in his pond. It is a well man- 
aged pond from a sanitary standpoint. 


At the pond of the Southern Power Company, 
in South Carolina, the history is that there was 
a great deal of malaria there in 1920. I do not 
know about that. We saw the pond this year 
and it was ten feet below the summer average. 
I got there August 24 and every one knows that 
is the season when you expect anopheles to breed. 
Mr. Fisher, Mr. Boldridge and I worked on that 
pond roughly for two and a half weeks. We 
were able to hatch out three anopheles from the 
larvae we took. 

That is the method to clean the banks of 
large ponds, to remove the protection of the 
larvae against the fish. I simply give that to 
emphasize Mr. Hildebrand’s statement not to 
leave too much for your fish to do. By lowering 
the level of your pond, you have the water edge 
against a clean bank better than. by two or 
three millions of dollars spent in hand cleaning, 
and this method costs nothing. 


One thing that Dr. Griffitts said was noted: the 
death of fish in dry seasons. Mr. Fisher and I 
did some work in Bamberg, S. C., in 1919. It 
was exceedingly dry, and the health officer of 
the place—I think it was the mayor, not the 
health officer—took pains to cover heavily with 
oil every little pool, and there were not many 
of them in which any fish were left with life. 
I think it was perfectly certain that there was 
not a mosquito-eating fish left in Bamburg after 
the summer of 1919. Oil can do harm as well 
as good. 

Mr. George Parker, Sanitary Engineer, Jack- 
sonville, Tex.—There are two points which. Mr. 
LePrince brought out in his paper that should 
be emphasized. One is the possibility of econom- 
ical malaria control by the use of fish, a method 
available to all. We have the Gambusia affinis 
that perform their work without instructions, 
and as Dr. Carter, Mr. Hildebrand and Dr. Grif- 
fitts brought out, they need only the aid of the 
health officer or field director or whoever may be 
conducting the control work. 


The second point is with regard to the Ano- 
pheles quadrimaculatus. We believe in general 
that this species of mosquito is principally re- 
sponsible for the transmission of malaria in this 
country. We know that this mosquito, in its 
aquatic stages, will be found in still water, 
ponds and places of like nature. Such places 
are also the selected areas in which the gambusia 
lives. Therefore, we have a strong connecting 
link between the two which gives the fish the 
advantage. During the breeding months ano- 
pheles are generally found in such places, but not 
frequently are the fish found. So the body of 
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water must be stocked and the fish will thrive 
to the detriment of the mosquito larvae. 


In one of the Texas towns that has carried on 
malaria control work for the past two years, 
statistics have shown that 75 per cent of the 
malaria cases among the town people were being 
contracted outside the control area. It was 
found, as a rule, that such cases were contracted 
while the person was on a fishing trip or some 
venture that exposed him to infected mosquitoes. 
The City Council of this town, Jacksonville, Tex., 
viewed the situation from two angles: first, that 
the citizens were going to continue to visit such 
areas and contract malaria; and, second, that 
the people who lived in these areas were directly 
connected with the town in a commercial way, 
that the town was their point of market distribu- 
tion for their crops, etc., and that the personal 
welfare of these people directly affected the wel- 
fare of the town. It was decided to stock every 
known body of water within the surrounding one 
hundred square miles of the town with gam- 
busia. The project was advertised in the local 
papers and the farmers requested to notify the 
health officer if there was water standing on 
their places. The cost of doing this work was 
about $25.00. 


In one of the counties of east Texas, a malaria 
survey is being carried forward at the present 
time with funds provided by the county Red 
Cross chapter. The purpose of the survey is 
principally educational, and the determining of 
the malaria rate by blood examination. There 
are seventy-one school districts in the county and 
to them this work is being extended. As one 
of the features of the survey gambusia hatch- 
eries are being advocated. Each school district 
is being requested to establish and maintain 


such a hatchery, which is to be under the direct © 


supervision of the school children. Very often 
the day after the recommendation has been made 
we have received word that the pond was ready 
and to provide the fish. By doing this there will 
eventually be seventy-one gambusia hatcheries in 
that county, covering an area of 1049 square 
miles and populated by 37,000 persons. As the 
gambusia are distributed by the school children 
and multiplication takes vlace, there. will un- 
doubtedly be a marked reduction in malarial 
fever throughout the entire county. The cost 
will be practically nothing and will be governed 
only by the cost of shipping the fish from the 
main hatcheries which the larger towns are sup- 
porting for their own control work. 


Mr. LePrince (closing).—I think you will get’ 


the very best possible answer by following the 
suggestion I made of reading one or two bulle- 
tins that I referred to which you ought to read 
anyhow, written by Mr. Hildebrand. I am not 
going to answer your question, so as to make 
you read them. 


I have mentioned the fact that all was not 
known that ought to be known about fish control, 
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and I find out I was right. Many very good 
points have been brought out. 

It is probable that I am wrong in regard to 
the gambusia preferring anopheles to culex. But 
there are exceptions to all rules and I have run 
into 100 per cent exceptions. It may be in one 
state that they do not act the same as in the 
other. 

The point brought out about the examination 
of birds’ stomachs is rather interesting. We shot 
birds down on the Isthmus. In fact, we used it 
for proof as to mosquito flights. Before check- 
ing those flights we stained our mosquitoes and 
determined the field ranges. We thought we 
knew what we were doing. We did not at all. 
We carried this experiment out in the Southern 
states and then discovered a year or two ago 
what we were doing was to learn how to win 
the war. When the war came on we knew ex- 
actly how and where to operate, and the whole 
thing started from watching the birds. 


But the thing can be overdone. I believe that 
the matter of the practical use of birds should 
be left to scientists to develop and for health 
officers to follow later. I am inclined to’ believe 
we have enough other insects than mosquitoes 
bothering the farmers, so the birds could be left 
for them. It is most unfortunate that the dis- 
cussion which has been given here cannot get to 
more working sanitarians and county health of- 
ficers all over the South. If funds cannot be 
provided for the printing of the. proceedings, 
maybe some of you have some millionaire friends 
who would be delighted to become members of 
this Section and provide them. I do not think 
we ought to let such valuable information as 
this be kept away from the men who are out in 
the field today doing work for the benefit of hu- 
manity. It is a mistake. 


Mr. Johnson (closing).—I think Mr. Komp 
has been very good to give us a description of 
the Paris green method. We must all agree 
that it is a most important method, because oil- 
ing is unsatisfactory. This method is in its 
place much more satisfactory and much less 
costly. 

But there is one point which should be em- 
phasized. In Alabama—and I believe it is the 
same generally in the South—there are many 
communities in which the peovle want to elim- 
inate the pestiferous rather than the malaria 
species. You cannot get their support for elim- 
inating the malaria mosquitoes unless you also 
control the other mosquitoes. The great trouble 
with the Paris green method is that it will get 
the anopheles and the anopheles only. It has no 
effect upon the more pestiferous species. 

Until we can get the sentiment all over the 
South aroused to the fact that we can eliminate 
malaria by controlling anopheles and not both- 
ering about other mosquitoes, we shall have to 
control those other mosquitoes. And until we 
find a better method for controlling them, we 
shall have to rely upon oiling. © 


Vv 


5 it 
a 
| 
‘ 


er 


Vol. XV No. 5 McCULLOCH AND 


RUPE: DIGITALIS 381 


MEDICINE 


INTERNAL DISEASES, PEDIATRICS, NEUROLOGY, 
DIAGNOSTIC METHODS, ETC. 


THE TOLERANCE OF CHILDREN 
FOR DIGITALIS*+ 


By HuGH McCULLOcH, M.D., 
and 
WAYNE A. RUPE, M.D., 
St. Louis, Mo. 


PURPOSE 


During the past two years we have 
been administering digitalis to children 
with heart disease in an effort to deter- 
mine, first, how much of a standardized 
preparation of digitalis is necessary to 
produce a_ physiological effect on the 
heart; second, how closely the clinical im- 
provement in the patient coincides with 
the appearance of physiological effects on 
the heart; third and last, in what way do 
children differ from adults in their re- 
sponses to digitalis. It is our purpose to 
state the opinion we have formed in seek- 
ing an answer to those questions and to 
call attention to certain observations 
noted. 

INTRODUCTION 


At the present time it is possible to ad- 
minister digitalis to individuals in such a 
way as to produce within a reasonably 
short time an effect that will be of strik- 
ing benefit to the patient who is suffering 
from heart disease. Very large doses 
may be administered using a preparation 
whose strength has been estimated by 
careful standardization according to the 
method of Hatcher and Brodie! and esti- 
mating the amount of the drug required 
for the particular individual by following 
the recommendation of Eggleston? and 
his associates. The administration of 
such maximum doses of digitalis has been 
carefully studied by Robinson? and others, 
and as a result of their work considerable 


*Read in Section on Pediatrics, Southern Med- 
ical Association, Fifteenth Annual Meeting, Hot 
Springs, Ark., Nov. 14-17, 1921. 

+From the Department of Pediatrics, Wash- 
ington University School of Medicine. 


light has been thrown on our knowledge 
concerning the clinical use and effects of 
digitalis. 

It is commonly agreed that the use of 
a massive dose of digitalis is distinctly 
indicated for the relief of patients who 
are suffering from heart disease and who 
are in a state of more or less complete 
cardiac failure, or, as we more popularly 
describe it, who are decompensated. It 
is a matter of common observation that 
our most striking results are obtained in 
those individuals who have cardiac fail- 
ure associated with fibrillation of the 
auricles, indeed, it has been stated by some 
workers that the only cases in whom we 
may expect striking results from digitalis 
are those who have such fibrillation of 
their auricles: that cases of heart failure 
suffering from other forms of heart dis- 
ease show little, if any, improvement from 
the therapeutic use of digitalis. It has 
been held by these workers that the bene- 
ficial effects of digitalis on the heart come, 
not from its effect on the heart muscle 
proper, but from its effect on the vagus 
center in the medulla or directly on the 
conducting mechanism of the heart. The 
weaker of the too numerous auricular im- 
pulses are blocked from passage to the 
ventricles with a resulting slowing of the 
rate and physiological rest for the ven- 
tricular muscle. 


But we have observed that auricular 
fibrillation is a very rare incident in the 
career of the usual cardiac child who has 
been under observation in the St. Louis 
Children’s Hospital or in the Children’s 
Cardiac Clinic of the Washington Univer- 
sity Dispensary. Indeed, we have en- 
countered not a single instance of auricu- 
lar fibrillation in any child who has 
chronic heart disease. This led us to won- 
der if there is any justification for the 
therapeutic use of digitalis in children 
who do not have auricular fibrillation and, 
if it does seem justifiable and advisable 
to give digitalis as a therapeutic measure 
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to these children with heart disease, in‘ 
just what way may we proceed rationally 
to employ our drug? We have considered 
that the administration of digitalis to 
children who have heart disease without 
cardiac failure is not indicated at any 
time as a therapeutic measure, though 
such children often give a history of hav- 
ing received digitalis. We have been 
very much concerned, however, in regard 
to its use in children who have cardiac 
failure at the time of their admission to 
the hospital or who give a history of hav- 
ing suffered from cardiac failure as a 
complication of the infection in: their 
hearts. 

Previously’, in an effort to determine 
an amount of digitalis necessary to pro- 
duce some clinical effect, we have given 
digitalis to children who had hearts that 
were free from disease in so far as we 
could determine. Our observations on 
these children led us to think that as in 
adults, the response children. show de- 
pends to a large extent on the manner of 
administration of the drug: that, associ- 
ated with the age of the child, there is 
some variation in the amount necessary 
to produce an effect; that on the whole 
larger amounts are necessary to produce 
effects in those children with normal 
hearts than in adults who had heart dis- 
ease; and that children in this group un- 
der similar circumstances showed a wide 
variation in the amount necessary to pro- 
duce an effect. 


METHOD 


We have carried out our observations 
on the group of children with heart dis- 
ease under conditions similar to those that 
existed for the children with normal 
hearts who received digitalis‘. This has 
been adopted as the established method 
for administering digitalis to children in 
the Hospital. Tincture of digitalis pur- 
chased in the open market and standard- 
ized by us according to the method of 
Hatcher and Brodie has always been used. 
The drug has always been administered 
according to the body weight of the child, 
estimated according to the formula of 
Eggleston*. The total amount of the drug 
was given during a period of twelve 
hours; 50 per cent being given as an 
initial dose, 25 per cent four hours later 
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and the remaining 25 per cent eight hours 
later. Control electro-cardiograms were 
made before any digitalis was given and 
subsequently at sufficient intervals to de- 
termine any effects that might have ap- 
peared. We have considered that the ap- 
pearance of vomiting or alterations in the 
electro-cardiograms commonly attributed 
to the effect of digitalis on the heart gave 
us a fairly accurate idea of when we had 
given a sufficient amount of the drug and 
could be used as the end reaction, so to 
speak, of our observation. 


GENERAL CONSIDERATION 


It has been found entirely practical to 
use large doses of digitalis for adminis- 
tration to children, and this method of 
administration possesses for children all 
the advantages that it does for adults 
when compared with the alternative 
method of using smaller doses given for a 
long period of time. From our experi- 
ence the method in itself possesses no 
source of danger that cannot be done away 
with by careful supervision and control. 
Certain contraindications will be referred 
to later. Certainly, if we consider that 
a child needs digitalis and that relief for 
his distress can be provided in no other 
way, then the best result obtained in the 
quickest time is the method of choice. If 
the drug is needed at all it is needed 
quickly and effectively. Smaller doses 
given at intervals of time over longer pe- 
riods may be of value in keeping a heart 
under the influence of digitalis and this 
may be a desirable procedure when the 
occasion arises. 

The total amount of the drug necessary 
to’‘produce an effect on the heart can be 
estimated according to the method of Eg- 
gleston. It is necessary to know the body 
weight of the child and the strength of the 
preparation of digitalis, whether it be 
dried leaves, tincture or infusion. It 
is our custom to give 50 per cent of the 
estimated dose at midnight, 25 per cent 
at 4 a. m., and if no effects have appeared 
at 8 a. m., to give the remaining 25 per 
cent. This permits more convenient pe- 
riods during the day to have the child un- 
der observation. Vomiting or electro- 
cardiographic changes always occur dur- 
ing the day period of twelve hours. In 
such cases when it was necessary to give 
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more than the estimated dose—and this 
was frequently the case—it has been 
given at 12 noon and at 4 p. m. 


The optimum therapeutic effects of 
digitalis might be considered to come 
from that amount which is sufficient to 
produce a beneficial effect on the heart 
and yet not enough to be deleterious to 
efficient cardiac action. But digitalis is 
not a food for the heart. It is a poisonous 
drug and its beneficial action may, if car- 
ried too far, become distinctly harmful. 
Fortunately, certain signs appear which 
let us know that the danger zone is being 
approached. We have observed that 
these children show either nausea and 
vomiting or a perceptible fall in heart 
rate, and we have come to consider that 
these phenomena indicate that a neces- 
sary amount has been taken into the blood 
and made available for the heart muscle 
tissue. They are routine bedside observa- 
tions, easily made, and quite constantly 
precede the more profound effects of the 
drug on the cardiac mechanism, such as 
a delay in the auriculo-ventricular con- 
duction time or the appearance of con- 
tractions from ectopic stimuli. We have 
considered that a drop in heart rate of 
at least ten beats per minute observed 
twice, two hours apart, or recorded as a 
constant rate in the electro-cardiogram is 
a perceptible fall in rate. The fall in 
heart rate or the appearance of nausea 
are signs that occur with improvement 
in the cardiac action and general circula- 
tion and subsequent observations show 
that those children who have received this 
amount of the drug have approximately 
an optimum therapeutic effect; and that 
any additional amount is superfluous or 
harmful. 


We have observed in our group of chil- 
dren all those signs which are commonly 
accepted as the results of digitalis on the 
heart and have not been able to determine 
that there is any difference in the quality 
of their reaction as compared with the 
reaction shown by adults. We have ob- 
served the appearance of a sinus arrhyth- 
mia as a very frequent occurrence, suf- 
ficiently frequent to make us believe that 
there is some distinct casual relation to 
th> digitalis. This point, however, will 
bear further study. When we turn to the 
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quantity of drug necessary to produce 
some effect on the heart, we have found 
that children with heart disease require 
more, about 50 per cent more, than do 
adults. Some of our children required 100 
per cent more of the drug, that is, a quan- 
tity double the estimated dose, while 
others required only 10 per cent addi- 
tional amount. We are not prepared to 
offer any explanation as to the reason for 
this difference in tolerance between chil- 
dren and adults. 


We have observed that there are two 
types of cardiac children in whom the use 
of digitalis may be indicated. First, those 
children who come in suffering from heart 
disease who at the time are in a state of 
chronic cardiac failure. The majority of 
these children improve when they are 
put to bed, are put on restricted fluids, and 
are put to rest by opium. But a few war- 
rant the use of digitalis as a further and 
probably a quicker means to provide re- 
lief. A second group of children are 
those in whom there is a regular heart ac- 
tion, but a rate more or less persistently 
accelerated. Provided other causes for 
the rapid action, such as pain, fatigue, 
fever, excitement, have been removed, 
digitalis may be used to slow the rate. On 
this point concerning the use of digitalis 
Wwe are in agreement with Sutherland’, 
who has called attention to the presence 
of a rapid regular persistent heart action 
associated with rheumatic fever, usually 
as a sequel to that infection. 


It has been mentioned above that there 
is no indication for the use of digitalis in 
those children who are suffering from 
heart disease, but who are well compen- 
sated and are able to lead comfortable 
lives. Further than this there are chil- 
dren who have heart disease and who 
might receive no beneficial effect, or even 
might receive a harmful effect from digi- 
talis when given in massive doses. Chil- 
dren who have acute infectious or toxic 
myocarditis may respond to _ lesser 
amounts of the drug than was estimated. 
Such children should be given a reduced 
amount or a smaller amount repeated 
over a longer interval of time. A second 
group of children who do not respond 
properly to massive doses of digitalis and 
in whom its use in such doses is contra- 
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indicated are those who have hearts that 
are already overloaded, that are dilated, 
that have a weak contraction. They par- 
ticularly do not respond properly when 
contractions arising from ectopic stimuli 
persistently occur. These hearts under 
the stimulus of muscle failure are al- 
ready putting forth a maximum effort, 
and under the whip of further stimula- 
tion from digitalis may balk and refuse to 
go further. 
CONCLUSIONS 


(1) The method of administering mas- 
sive doses of digitalis to children should 
be the same in detail as for adults. 

(2) The use of massive doses to chil- 
dren is entirely practical, and under 
proper supervision possesses no source of 
danger. 

(3) That amount of digitalis necessary 
to produce clinical improvement coincides 
with the amount necessary to produce 
vomiting and a fall in heart rate. These 
two phenomena may be taken as criteria 
that an optimum therapeutic effect has 
been obtained. 

(4) Children with heart disease re- 
quire an amount of digitalis per kilo of 
body weight which is about 50 per cent 
greater than would be required for adults. 

(5) There are two indications for the 
use of digitalis in children. First, those 
who are suffering from heart disease and 
who are in a state of chronic cardiac fail- 
ure. Second, those who have a regular 
rapid heart rate when that heart rate 
cannot be slowed by other measures. 

(6) Massive doses of digitalis are con- 
traindicated in two groups of children 
with heart disease: first, those who have 
an acute infectious or toxic myocarditis; 
second, those who are suffering from acute 
cardiac failure with hearts that are over- 


loaded. 
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DISCUSSION 
Dr. W. McKim Marriott, St. Louis, Mo.—Re- 
cently I was a member of a committee to investi- 
gate the dosage and use of drugs in children. 
One of the first things that struck us was that we 
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had no rational basis for the use of many common 
drugs, and that when there was a rational basis 
the dose ordinarily given was not capable of pro- 
ducing the desired effect. It is only by such work 
as Dr. McCulloch’s that we are able to know how 
large a dose to give. 

We use at the present time about the same 
amount of digitalis that we formerly used, but 
use it differently. We have fewer children get- 
ting it and we are giving them larger doses. We 
believe a little bit of digitalis is like a little bit of 
diphtheria antitoxin. The old method was to give 
a little bit for several deses. Now we give a 
large dose at the start, enough to do something. 


It is interesting to note in Dr. McCulloch’s paper 
that he confines the use of digitalis to cardiac dis- 
ease, and then only to certain types of cardiac 
disease. There is entirely too much digitalis given 
to children for simple “heart disease.” Digitalis 
is often given to children with only a murmur and 
given to children who are up and around. It is 
evident that if a child needs digitalis he needs 
rest in bed even more. He should be kept in bed, 
and if digitalis is given at all it should be in a 
dose sufficient to accomplish the therapeutic re- 
sult. The use of digitalis in such a disease as 
pneumonia Dr. McCulloch did not mention, be- 
cause in children with pneumonia there is seldom 
a very good rationale. 


Dr. H. Leslie Moore, Dallas, Tex.—I have been 
following for some time the work Dr. McCulloch 
has done in his studies on digitalis. In my part of 
the country we have very few cases of cardiac 
decompensation. Some two weeks ago a very far 
advanced case fell into my hands, which I deter- 
mined to treat by Dr. McCulloch’s method. The 
parents were very ignorant people and no results 
were obtained from the treatment. I used Squibbs’ 
tincture of digitalis and increased the dose in a 
child of six years of age till he was getting a 
dram and a half a day, but still no result. At the 
end of a week I found that the parents had given 
the -— less than one-half ounce during the whole 
week. 


Dr. G. Canby Robinson, Baltimore, Md.—We 
have arrived at a stage in our knowledge of digi- 
talis when we can to a great measure discard the 
work that has been done in the experimental 
laboratory in regard to its action on human beings. 
We have learned to use very accurate methods in 
the study of the drug in man and we now have 
many facts regarding the action of digitalis on 
man, so that we do not have to go back to the 
experimental work with animals. In the whole 
literature there is an absence of facts bearing on 
the action of this drug in children, and this work 
of Dr. McCulloch’s comes to fill a well-defined gap 
in our knowledge. 

As he says, observation of the heart rate and 
the occurrence of nausea and vomiting will tell us 
when we have arrived at a toxic dose of digitalis. 
One difficulty in the use of the drug is that the 
optimum therapeutic dose and the toxic dose are 
very close. One of the most important factors in 
the successful use of the drug is to recognize the 
early toxic symptoms and to know that they are 
often associated with the optimum therapeutic 
effects of the drug. 
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We have had an interesting experience with the 
use of massive doses. We followed the Eggleston 
method in adults and gave the drug in doses of 15 
c. c. per 100 pounds of body weight, using the 
standardized tincture. That means giving some- 
times 25 c. c. of the tincture of digitalis. Of 
course that is very much larger than the doses 
that have been previously used. We can give that 
amount without exceeding the therapeutic action 
and without getting many of the toxic symptoms 
of the drug. While I would not advise the general 
adoption of such large doses, I do feel that to the 
average adult weighing 150 pounds 10 c. c. of the 
tincture divided into two or three doses can be 
given with safety within 24 hours. It is very 
valuable to know that children can be given with 
safety somewhat larger doses relative to their 
body weight than are required for adults. 

Dr. J. T. Halsey, New Orleans, La.—Dr. Mc- 
Culloch’s paper has brought.to me the entirely 
new information that in children it is necessary to 
give larger doses in proportion to the weight than 
is necessary in adults. I believe also that in addi- 
tion to the extreme importance of our recognizing 
the relatively small difference between the dose 
necessary to produce results and the dose larger 
than that which produces toxic results, it is neces- 
sary to remember that if you are going to give 
digitalis you have to give enough. If it takes six 
drams to produce a therapeutic effect in the adult 
you do not get one-sixth of that effect from one 
dram, one-third from two drams and so on. You 
may give nearly an adequate dose and still get no 
effect.. I believe the safe, practical method of 
giving digitalis is to give as much as you dare 
give for the first dose, then wait four to six hours, 
when most of that effect will have been produced, 
and go cautiously uphill. I think, as Dr. McCu- 
loch has shown, that the reason that the vast ma- 
jority of physicians and those working with chil- 
dren have lost faith in digitalis, is because of the 
inadequacy of the doses given and because they 
have not recognized that the effect is not produced 
gradually but suddenly after a certain amount has 
been taken. 


ENCEPHALO - MENINGOCELE 
THROUGH THE FORAMEN 
CECUM* 


By W. L. FUNKHOUSER, M.D., 
Atlanta, Ga. 


The classification of congenital mal- 


formation in the region of the cranium 
has undergone no revision since Lyssen- 
kow, in 1896. He divided all cases into 
two groups, the exencephaly and the 


cephalocele. In the former there is a 
general malformation in the development 


*Read in the Section on Pediatrics, Southern 
Medical Association, Fifteenth Annual Meeting, 
Hot Springs, Ark., Nov. 14-17, 1921. 
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of the skull, while in the latter only a 
partial developmental failure. In the ex- 
encephaly there is an extensive gap in 
the cranial vault, the remaining skull be- 
ing microcephalic. The ventricular spaces 
are usually distended with fluid. This 
class of cases we are not to consider. 

In the cephalocele, however, the open- 
ing in the skull is circumscribed. The 
brain is more or less normal, although in- 
ternal hydrocephalus can take place due 
to interference with the constant pressure. 
Occasionally the ventricles are distended 
with fluid. Embryologically, cephalocele 
results from incomplete cutting off of the 
neural canal in the head region of the 
embryo from the overlying epiblast, with 
consequent fusion of the primary neural 
tube with the primordial mesoblastic 
membranous cranium and with the over- 
lying epiblastic surface. It is said to oc- 
cur in the early stages of embryonic life, 
not later than two or three weeks. 

Ssamoylenko states that cephalocele oc- 
curs only in the median line, especially in 
the region of the occiput and the root of 
the nose. He doubts the existence of lat- 
eral cephalocele. When located in the 
frontal region the tumor is usually small. 
It may project (Rawlings) through a de- 
ficiency in the cartilaginous base, either 
through the cribriform plate of the eth- 
moid or between the pre- and basi-sphe- 
noid, forming a polypoid projection into 
the nose or naso-pharynx. 

Von Bergmann divides the cases into: 
Inoperable: 

“(a) When associated with premature 

synosteosis and microcephaly. 

“(b) When associated with hydro- 

cephalus. 

“(c) When associated with marked de- 

formity. 

“(d) When tumor is situated below ex- 

ternal occipital protuberance.” 
Operable: 

“(a) Limited protrusion with none of 

above defects and disadvantages. 

“(b) Encephalocystocele. 

“(c) Meningocele.” 

Lyssenkow reports 72 bone transplants. 
Thirty-nine lived and 33 died. 

Rawlings states that even in operable 
cases, radical operation is carried out un- 
der great disadvantage, mortality being 
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high. In the cases recovering the results 
in general are unsatisfactory. 


REVIEW OF CASES REPORTED 

Case 1.—Child one day of age seen at Czerny 
Clinic, University of Heidelberg. There was a 
broadening at base of the nose, skin blue and 
shiny. On the right side was a part of the tu- 
mor, but the main portion was on the left 
side. It was soft to the touch and became larger 
when the baby cried. It seemed to be painful and 
became smaller on pressure. A definite opening in 
the nasal bone could be felt. The tumor was hard 
at the base. 


An operation was performed. The cystic part 
was cut off where it was attached by a pedicle; the 
hard brain tissue substance being left. Length of 
removed tumor, 2.5 cm. Ten days after operation 


Fig. 1.—Just before operation. 


child had convulsions, meningitis caused death 
shortly afterward. Post mortem showed small 
round opening, size of pen staff, on right side, the 
dura protruding as a sack in which was brain sub- 
stance. On left side there was no opening in skull. 
In seven years the family had five children, none 
showing any developmental deformity. Then there 
was born a second case similar to the first. When 
brought to the clinic it showed a double-con- 
toured tumor, 2 cm.x 1.5 cm. An opening in the 
skull could be felt, the edges of which were 
smooth. It did not pulsate and did not diminish 
in size upon pressure. The left side could be 
pressed back. Crying caused both tumors to be- 
come tighter. The tumors seemed separated, 
but a definite connection could be felt between 
them. No operation was performed. Subsequent 
result not reported. 
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Case 2.—Muscalette reports a case, aged 15 
months. Upon left side of nose, a little to the left 
of the. median line, was seen a tumor, present 
since birth, the size of an orange, covering nose 
and eye. It was soft, fluctuated and was translu- 
cent. It became only slightly smaller on pressure 
and could not be reduced; no pulsation, nor in- 
crease in volume on crying. Deep palpation dem- 
onstrated no opening in bone. By aspiration sev- 
eral cubic centimeters of clear yellow fluid were 
procured. Walls of sack were very thin. Opera- 
tion exposed pedicle at base. 

Case 3.—Mayer reported a case, aged three days, 
weight 5% pounds. The left nasal opening broader 
than right, due to soft compressible tumor, hazel- 
nut in size; one-half of circumference sticking out 
of nose. There was no increased tension on cry- 
ing. On opening lower part a bloody serum 
exuded, and on pressure, purulent fiuid. Pedicle 


Fig. 2.—Seven months after operation. 


was doubly-ligated. Muco-serous secretion con- 
tinued to pass. Child died six weeks later with no 
definite meningeal symptoms, just a gradual loss 
of strength. Autopsy showed left nasal opening 
larger than right. Right frontal lobe could 
be lifted, but left was bound down. Projection 
of brain on left side ran through a cleft in-crib- 
riform plate close to cristi galli. Also from 
frontal lobe were nerve fibres enclosed in pia, 
running through the foramen cecum. In left part 
cribrosa there was an oval opening 
x 0.5 cm. 


REPORT OF CASE 


Baby S., female, aged 7 weeks. 

Family History—Negative. Only child. No 
miscarriages. 

Personal History.—Full term, normal delivery, 
good condition. 

Previous Illness.—None. 

Present Diet.—Nurses q. 3 h., and once at night. 

Present History.—Brought for swelling about 
nose, which was noticed at birth. 
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Examination.—Bright, well-developed and well- 
nourished girl baby. Weight, 10 pounds, 14 ounces. 
There was nothing of importance except congen- 
ital tumors at base of nose. On each side at the 
base of the nose there was a fluctuating mass, on 
the right side about the size of a large hickory- 
nut, on left a hazel-nut. The right-sided tumor 
on pressure completely disappeared, while the left 
did not seem to be so easily or completely reduced. 
On examination of external opening there seemed 
to be a bony deficiency; internal opening not pal- 
pable. Eyelids, especially on the right side, were 
pushed outward, causing some deformity. Pres- 
sure over fontanelle did not increase tension of 
tumor, but pressure over masses was transmitted 
to the fontanelle. There was pulsation observed 
both by inspection and palpation. On crying there 
was no increased tension, but the contraction of 
muscles seemed to reduce tumors so that they 
almost disappeared. Dilated vessels appeared 
over the cystic masses. 

The mass on right side was aspirated and 8 c. c. 
of clear fluid obtained, without any appreciable 
decrease in size of tumor. From the puncture 
there was a seepage into the soft tissue of eyelid 
and cheek, causing considerable edema. The 
puncture oozed for two days until a collodion 
dressing caused it to cease flowing. The examina- 
tion of fluid showed a cell count of 6, reduced 
Fehling’s and gave a two-plus Wassermann. 
X-ray examination showed a partial defect in the 
cribriform plate of the ethmoid bone. 

Subsequent examination showed that the de- 
formity was increasing, so on October 6, 1920, the 
child being aged 7 months, was referred to Dr. 
Chas. Dowman for examination and operation. At 
this time the examination showed a tumor ex- 
tending across bridge of nose, 4 cm. It had 2.5 cm. 
vertical measurement on right side; 1.5 cm. verti- 
cal measurement on left side. The overlying skin 
seemed to be freely movable and contained small 
venules. The distance between patient’s eyes was 
4.5 cm., the lids of the eyes being distinctly im- 
pinged upon by the tumor. This was especially 
marked on the right side. The consistency of the 
tumor was very soft and it fluctuated. The bridge 
of the nose seemed to be involved in the tumor, 
there being a slight gap between the bony part 
and the cartilaginous part of the nose. When the 
child cried the tumor seemed to get slightly harder 
though it did not increase in size. There was no 
distinct pulsation in the tumor felt, although there 
was a pulsation on careful inspection, especially 
the right side of the tumor. Pupils were equal 
— reacted to light. Eye grounds seemed nor- 
mal. 
Operation was advised and consented to; and 
following is report of the operation performed: 

A double frontal bone flap laid down, with the 
pedicle of each flap in the temporal region. In 
order to relieve to a certain extent the subdural 
pressure a small incision was made in the dura, 
with the idea of doing a ventricular puncture. In- 
stead of coming down on brain cortex, however, 
the arachnoid was found to be enormously dis- 
tended with fluid, so that by pricking it, enough 
cerebrospinal fluid escaped to relieve the subdural 
pressure. The dura overlying both tips of the 
frontal lobes and the attachment between the lobes 


to the bone was now gradually stripped off until 
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the region of the foramen cecum was reached. At 
this point the margin of the skull-defect was - 
found. This was principally on the right 
side, approximately 1144 cm. in diameter. Instead 
of the dura being continuous through this defect 
as in a meningocele, there was a distinct edge 
of the dura found at the margin of this opening. 
Through the dural defect there extended down 
into the tumor a projection of brain substance, 
covered over with arachnoid. This arachnoid 
was nicked, allowing the fluid to escape. The por- 
tion of brain which projected down into the tumor 
was now partially ligated with silk sutures and 
partially divided on the distal side of the sutures. 
By careful manipulation the brain projection was 
now pulled out of the tumor sac. From the tip 
of it there extended nerves which pointed toward 
the inferior part of the sac. These evidently were 
olfactory nerves. They were pulled away from 
their attachment to the inferior wall of the tumor, 
and the whole brain projection was then removed 
from the sac, but was not excised. The opening 
through the skull was now brought into 
view. A piece of fascia lata was placed in 
the defect, and on the inner side of this, i. e., on 
the brain side, a piece of removed skull was placed. 
It was impossible to suture the edges of the dura 
so that one had to be content with this attempt to 
block off the opening into the tumor sac. 

The bone flaps were now replaced and the wound 
closed with continuous fine catgut sutures and con- 
tinuous silk scalp sutures. Recovery was un- 


eventful. 
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RURAL ADMINISTRATION OF ANTI- 
SYPHILITIC TREATMENTS 


By HARDIE R. Hays, M.D., 

A. A. Surgeon, U. S. Public Health Serv- 
ice; Director, Mississippi Bureau of 
Venereal Disease Control, 
Jackson, Miss. 


The following description of an inex- 
pensive outfit for use by doctors in rural 
communities and small towns for intra- 
venous medication may prove of interest. 
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Of course, readers of this article will 
realize that I am not advocating crude 
methods of practicing medicine, but I do 
believe that the outfit described herein 
will help solve what is now a problem 
for many physicians. Of course, those 
practicing in the large cities with ade- 
quate facilities at their disposal wil! not 
be particularly interested. But so many 
doctors are practicing under difficulties 
that I hope this simple outfit will be found 
helpful. 


Some time ago I was asked by the Ex- 
ecutive Officer of the State Board of 
Health how many doctors in Mississippi 
were using intravenous medication in the 
treatment of syphilis. I was unable to 


say, but upon investigation I found that 
the percentage was very small. The rea- 
son given for not using neoarsphenamin 


needles 20x34, and 20x13, a 4-ounce bot- 
tle of denatured alcohol, an ounce of cot- 
ton, the neoarsphenamin and the mercury 
in oi] for hypodermic use, together with 
a sterno heating unit, can be carried in a 
physician’s small satchel. With this 
equipment neoarsphenamin can be given 
a patient just as safely and scientifically 
as in a hospital. 

The sterno heating stove is lighted and 
the syringes and needles put in to boil. 
After their sterilization is accomplished 
the 10 c. c. syringe and the 20x34, needle 
are washed out with sterile, distilled wa- 
ter from the first ampule, then the syringe 
is filled with sterile, distilled water from 
the second ampule. The end is pinched 
off the neoarsphenamin ampule and a so- 
lution is made in the ampule, which con- 
centrated ampule solution is taken up in 
the 10 c. c. of sterile water 
in the syringe. The pa- 
tient’s vein is isolated by 
applying a tourniquet 
made from the inner tube 
of an automobile tire; the 
arm is cleansed with dena- 
tured alcohol; the needle is 
inserted into the vein; the 
plunger is drawn back to 
see that blood enters the 
syringe and then the neo- 
arsphenamin is slowly 


was that it was too difficult to. obtain 
freshly-distilled, sterile water, and that to 
maintain a place for the sterilization of 
syringes, etc., was too much trouble for 
the average practicing physician to whom 
occasional patients with syphilis would 
come. It was plain that if the general 
practitioners were to be interested in giv- 
ing intravenous medication that some sim- 
ple method must be devised which could 
be adopted by them. Acting on this con- 
clusion, the following provisions were 
made: 


The State Hygienic Laboratory was re- 
quested to put up sterile, distilled water 
in 15 c. c. sealed ampules. These were 
sent to any physician, free of cost, upon 
request. A few of these ampules of dis- 
tilled water, together with two Luer 
syringes, one 10 c. c. and one 2 c. c. with 


given. 

Three precautions are necessary: 

(1) That the syringe be cooled; 

(2) That the needle is in the patient’s 
vein; and 

(3) That three minutes, at least, be re- 
quired to give the dose. 

When mercury is to be administered the 
2 c. c. syringe with the 20x13, needle is 
used. The syringe should be hot enough 
to liquify the oil. The upper, outer quad- 
rant of the buttocks is cleansed with the 
alcohol and after the syringe has been 
loaded and air expelled the needle is in- 
serted as far as the shank will allow it to 
go. The plunger is withdrawn slightly 
to see if any hemorrhage appears in the 
syringe which would indicate that the 
needle is in a vein. If no such hemorrhage 
exists, the dose of medicine is slowly ex- 
pelled, after which the site of the puncture 
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is lightly massaged. If a vein has been 
entered, the needle is withdrawn and in- 
serted into another place. 

The outfit described is practical for giv- 
ing neoarsphenamin. The whole appa- 
ratus, not including the medicine, should 
not cost over $3.00. 


A UNIQUE CASE OF CHRONIC 
MORPHINISM*+ 


By SAMUEL T. Lipsitz, M.D., 
Assistant Professor of Medicine, St. Louis 
University, 

St. Louis, Mo. 


This case is reported on account of its 
unusual history. It appears to be the only 
one of its kind mentioned in the litera- 


ture. 

The patient, a white girl of fourteen years, 
Hospital No. 9476 (and her mother, Hospital 
No. 9475), entered the Unit No. 2 Service of 
the St. Louis City Hospital on January 25, 1921, 
to be treated for chronic morphinism. 

The patient’s mother, forty-nine years of age, 
had been a morphin addict for twenty years. 
Recently the average daily quantity she had 
taken had been from four to eight grains. Her 
general condition had been fairly good and she 
was found to be of an intelligent and refined 
type. Fourteen years previously, when she was 
pregnant with her daughter, she was taking 
morphin daily. When the child was born the 
mother was told that in order that the infant 
might live it would be necessary to give her 
small doses of morphin. This practice was con- 
tinued daily from the time of birth and the girl 
had had morphin in ascending doses until the 
time of admission. She had not missed a day 
since she was born and was then getting four to 
six grains each day by mouth. It was first 
given her in “small amounts” measured on a 
knife blade and mixed with milk. The child was 
breast-fed for about one month. 

The patient was found to be tall, thin and 
pale. She showed no definite signs of physical 
or mental degeneracy or of organic disease. Her 
intelligence was deficient mainly because of in- 
sufficient schooling. On account of constant ill- 
ness associated with her morphinism she was out 
of school all but one year. The girl complained 
of severe pains radiating upward to the abdo- 
men and of general weakness. This was most 
severe when the effects of the morphin would 
wear off. The bowels were usually constipated. 
The menstrual flow had not appeared. The girl 
was somewhat anemic. The chest was flat. She 
was slow in developing her secondary sexual 
characteristics. The abdomen was somewhat 


*From the service of Dr. Charles H. Neilson, 
Department of Internal Medicine, St. Louis Uni- 
— School of Medicine, St. Louis City THos- 
pital. 

+Dr. Lipsitz died September 2, 1921, after the 
preparation of this case report. 
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sunken. The systolic blood pressure was only 
ninety-five. 

At the hospital the morphin was gradually re- 
duced and finally discontinued. Substitutes were 
employed and forced feeding was _ instituted. 
The girl left the hospital in an improved condi- 
tion, apparently cured of the habit. 

As morphin is carried to the embryo by 
the maternal blood, this patient had re- 
ceived the drug from the beginning of 
her embryonic life through the maternal 
blood supply, and then by mouth in in- 
creasing doses from the day of her birth 
until the age of fourteen years. 

Furthermore, it is interesting to ob- 
serve, as exemplified in this case, that the 
fetus can establish a tolerance for large 
quantities of morphin, despite the fact 
that while circulating in the placental 
blood it has not infrequently been found 
to produce fetal death. In addition, the 
patient survived the trials of early in- 
fancy while receiving daily ascending 
doses of this potent drug. 

While there does not appear to be an 
identical case in the literature, there are 
comments to be found, important and 
noteworthy. It is interesting historically 
that the first thorough discussion of the 
effect of morphin on the fetus occurred 
in connection with Munde’s' case report 
of a woman who took from twelve to six- 
teen grains of morphin daily during the 
entire period of gestation. The infant 
was normal. The conclusion reached was 
that the fetus gradually became _habit- 
uated to the morphin. 

According to Senator,’ menstruation 
often ceases in women morphinists and 
sterility is common. This explains the 
scantiness of the literature concerning 
the effects of morphin on the offspring. 
In addition, abortions are very frequent 
among such addicts. Ehrenfest® believes 
that this is probably due to a combina- 
tion of the effects of morphin, alcohol and 
other drugs, with venereal disease. In 
1895‘ the presence of morphin in the pla- 
cental and fetal blood was first demon- 
strated. 

Happel’ stated that children of mothers 
prenatally addicted to morphin are frail 
and nervous and usually succumb early. 

BIBLIOGRAPHY 
(1) Munde: Amer. Journ. of Obstetrics, X, 299, 1877. 
(2) Senator: Krankheiten und Ehe. 


(3) Ehrenfest: Personal communication. 

(4) Bureau: Bull. et Mem. Soc. Obstetr. et Gynecol. de 
Paris, 1895, 356-362. 

(5) Happel: The Opium Curse and Its Prevention. Med. 
and Surg. Reporter, Philadelphia, 1895, LXXII, 727-731. 
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SURGERY 


RAILWAY, INDUSTRIAL, GYNECOLOGICAL, 


DISEASE*+ 


By IRVIN ABELL, M.D., 
and 
STUART GRAVES, M.D., 
Louisville, Ky. 


The material upon which this review is 
based consists of 300 cases coming under 
observation up to and including 1920: 138 
carcinomata, 2 sarcomata, and 160 of va- 
rious types of non-malignant disease. Of 
the carcinomata, 136 occurred in women 
and 2 in men. Both of the sarcomata oc- 
curred in women and of the 160 cases of 
benign disease, 159 occurred in the female 
and 1 in the male breast. Of the 297 
women, 198 were marricd and 99 unmar- 
ried, a proportion of 2 to 1. One hundred 
of the carcinomata occurred in married 
and 36 in unmarried women, a proportion 
of almost 3 to 1. Ninety-eight cases of 
benign disease were observed in married 
and 61 in unmarried women, a proportion 
of 3 to 2. Of the 3 men, 2 presented car- 
cinoma and 1 benign disease. The pre- 
ponderance of breast disease in married 
women doubtless finds its explanation in 
the changes dependent upon and following 
lactation. The circulatory and cellular 
changes in the breast incidental to preg- 
nancy will as a rule greatly activate pre- 
existing breast disease. Cancer occurring 
in the lactating breast usually pursues a 
rapid course. But one such occurred in 
this series, developing in a woman of 36 
(No. 3655) in the fifth month after de- 
livery, the growth being adeno-carcinoma. 
Following radical operation she has re- 
mained well up to the present time, a 
period of 7 years. 


*Read in the Section on Surgery, Southern 
Medical Association, Fifteenth Annual Meeting, 
Hot Springs, Ark., Nov. 14- 17, 1921. 

+From the Surgical Service, St. Joseph’s In- 
firmary and the Pathological Department, Uni- 
versity of Louisville. 


OBSTETRICAL AND UROLOGICAL 
A REVIEW OF 300 CASES OF BREAST 


AGE 
CARCINOMA BENIGN BREAST 

Number of cases................ 1388 | Number of cases................ 160 
Average age of 125 Average age of 157 

47.8 yrs. 35.4 yrs. 
Occurrence by decades: Occurrence by decades: 

2nd decade .................. 2 

8rd decade ...... 48 

4th decade .. Ath decade .. .. 48 

5th decade .. 5th decade .. . 48 

6th decade .. 6th decade . . 10 

7th decade ...... 7th decade ....... 1 

8th decade . 8th decade 0 
Youngest patient 26 Youngest patient 
Oldest patient ............... 78 Oldest patient ................ 63 

SARCOMA 


Two cases. Ages 42 and 61. 

The greatest incidence of carcinoma oc- 
curred in the fifth decade, 47 cases, while 
in the benign series the 3rd, 4th and 5th 
decades each showed 48 cases. In women 
over 50 years of age there were 56 cases 
of cancer and only 11 of benign disease. 
Between the ages of 40 and 50 they were 
about equally divided, 47 of cancer and 
48 of benign disease, while under 40 years 
of age there were 22 cases of cancer and 
98 of benign disease. It has been our ob- 
servation that in cancer the younger the 
patient, the more rapid the growth and 
the earlier the dissemination. The 3 pa- 
tients under 30, all subjected to radical 
operation, showed prompt recurrence, 
metastasis and early death. 


LOCATION 
RIGHT BREAST LEFT BREAST 
Carcinoma ................... 54 Carcinoma .................. 79 


Tumors of same ‘type in 
both breasts 


Carcinoma Carcinoma in 1 breast 
Benign ......... 30 with benign tumor in 
Side containing “tumor opposite breast 2 
not mentioned in his- Carcinoma of accessory 
7 mamma (left side) .. 1 


Carcinoma ‘ was met with in the left 
breast oftener than in the right, in the 
proportion of 3 to 2. We believe that more 
“cures” will be obtained when the growth 
is in the outer than when in the inner 
quadrants due to the anatomy of the 
lymphatics. When in the outer quadrants 
the early metastasis is as a rule in the 
axilla and acessible to removal. When in 


390 May 1922 
| 
he 
— 
4 
2 


Vol. XV No. 5 


the inner quadrants, early metastasis to 
the mediastinum, to the abdomen and to 
the opposite breast and axilla will render 
the condition hopeless of permanent cure. 
Of the two cases presenting carcinoma in 
both breasts, one underwent a radical am- 
putation of the right breast for scirrhus 
carcinoma at the age of 37 and returned 
7 years and 7 months later with a growth 
of the same type in the left breast. In the 
second case an interval of five years 
elapsed between the removal of the left 
breast and her return with a carcinoma 
in the right breast without evidence of 
disease elsewhere. In two cases, carci- 
noma of one breast was associated with 
chronic mastitis of opposite breast, ages 
35 and 58. In 1 case an accessory mamma 
was the site of the disease, the breast 
proper not being involved. 


DURATION OF SYMPTOMS 


Carcinoma, Benign, 
average ............ 15.8 months average ............ 17.2 months 
Shortest history........ 2 days Shortest history..........1 day 
Longest history....10 years Longest history... 40 years 
Duration of symptoms in 2 cases sarcoma, 2 weeks and 
96 months. 


From a study of the cases of carcinoma 
giving a history of long duration of symp- 
toms, from 3 to 10 years, it is clear that a 
vast majority if not all were superim- 
posed on benign disease. This fact is a 
potent argument for the removal of all 
breast tumors as soon as they develop even 
though it be admitted that benign’ tumors 
may persist without undergoing malig- 
nant transformation. One such, in this 
series, if we accept the patient’s statement, 
had existed 40 years. It is our earnest 
belief that every tumor of the breast, re- 
gardless of age of patient, should be re- 
moved. The average duration of symp- 
toms in this series, carcinoma 15.8 months, 
benign lesions 17.2 month, would indicate 
the necessity for every physician to co- 
operate actively with the American So- 
ciety for the Control of Cancer, to the end 
that such cases may be brought under ob- 
servation at a time most favorable for 
efficient treatment. 


PREVIOUS HISTORY OF ABSCESS OR INJURY 
Stated in 58 Histories. 


CARCINOMA BENIGN 
Abscess negative ................ 9] Abscess negative ................ 8 
Injury negative Injury negative ............. eS 
Abscess positive ... Abscess positive ................ 9 
Injury positive 5 | Injury positive ................ 
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Of these 53, 17 gave a history of abscess 
and 13 a history of injury. It may be 
doubted that any acute trauma could be 
productive of tumor except in an indirect 
manner by producing mastitis which 
might be a forerunner of cancer. It is 
more probable that the trauma was coinci- 
dent with the appearance of the growth or 
else served to attract the patient’s atten- 
tion to one that already existed. The 
changes dependent upon abscess forma- 
tion are such that we believe them to be an 
important factor in the subsequent devel- 
opment of neoplastic disease. 


LOCAL CHARACTER OF DISEASE 


Tumor Single Tumor Single 


Carcinoma ..................... 124 Benign . 86 


Tumor Multiple Tumor Multiple 
Carcinoma .... Benign .... 
General Thickening General Thickening 
Benign _...... 54 


Tumor Single No Enlargement. Found 
2 Benign .. 

Number of cases of carcinoma pokes palpable axillary 
glands .......... 


Carcinoma “of ‘the breast presenting 
multiple tumors is in our experience prac- 
tically hopeless as regards permanent 
cure, the extension of the disease being 
such that inaccessible metastases are pres- 
ent. The two cases presenting general 
thickening were instances of the so-called 
Volkmann’s cancer, rapid in growth, in- 
volving the entire breast, the skin being 
hyperemic and of pigskin character. In 
one of them, a woman of 34, the tumor 
had existed 3 months. Following radical 
operation with a wide resection of skin, 
multiple skin metastases were evident at 
the end of 4 weeks, and death from gen- 
eral carcinomatosis occurred 8 weeks 
later, 6 months from the onset of disease 
and 3 months after radical amputation. 
The second case was observed in a woman 
54 years of age, clearly inoperable 4 
months from time she had first noted 
tumor. 


One or more axillary glands were pal- 
pable in 95 cases, and microscopical ex- 
amination showed that many such were 
due to toxic lymphnoditis. Unless the en- 
larged glands are densely hard and shotty 
or massed together it is practically im- 
possible to determine their malignancy by 
palpation previous to operation. 

The 54 cases of benign disease present- 
ing general thickening were instances of 
chronic mastitis while the 12 in which no 
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enlargement was found comprised a group 
in which tenderness was present at all 
times associated with swelling and pain at 
the menstrual periods, a mastitis without 
demonstrable hardness, thickening or ir- 
regularity in contour. 


OPERATIONS 
BB 


Evacuation Mammary Abscess 
Excision of cancer of accessory mamma “and axillary 
glands ........... 


Number of cases having previous operations elsewhere... 11 
Number of cases operated upon: carcinoma 110, sarcoma 2, 
benign 80. 


The benign lesions removed by opera- 
tion comprised adenomata 6, fibromata 5, 
cystadenomata 4, fibroadenomata 6, adeno- 
fibroma 1, intracanalicular papillary aden- 
omata and fibroadenomata 8, chronic mas- 
titis with adenoma 21, chronic mastitis 
26, tuberculosis 1 and Paget’s disease 2. 
In 8 cases of chronic mastitis and 10 of 
chronic mastitis with adenoma the portion 
of breast containing tumor was resected 
while in 18 cases of chronic mastitis and 
11 of chronic mastitis with adenoma con- 
servative amputations were done. In 1 
adenoma, 3 cystadenomata and 1 intra- 
canalicular papillary adenoma conserva- 
tive amputations were done because of 
presence of second degree epithelial hyper- 
plasia. The tuberculous breast was treated 
by amputation with removal of axillary 
glands and the 2 cases of Paget’s disease 
showing no microscopic evidence of can- 
cer were treated by conservative amputa- 
tion. 


PATHOLOGICAL STATISTICS 


Number of cases having microscopical examination......... 143 
Number of frozen section examinations made.................... 56 
Adenofibroma 
Chronic —* Mastitis 
Fibroma _.......... 
Carcinoma ...... 
Number of cases in which | “fixed” ‘tissue. “examination 
modified frozen tissue diagnosis ... 
Number cf cases in which condition of axillary nodes 
reported in radical operations for cancevV..............-.-...-.-+ 
Number of cases showing metastasis in axillary nodes... 32 
Number of cases showing absence of metastasis in nodes 11 


The extent of the pathological examina- 
tion has been in most part limited to the 
making of a correct histological diagnosis. 
We selected the following series of 53 
breasts for a more detailed study. 
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CLASSIFICATION BY PATHOLOGY AND AGE 


Chronic Mastitis and 
Adenoma ............... 1 
Adenoma ...... | 
Chronic Mastitis “and 
Carcinoma .... | | 
Adenoma and Fibrosar coma | | 
Chronic Mastitis, Adenoma | | | 
and Fibrosarcoma .. | | | 
Adeno-Carcinoma of Breast 
Adeno-Carcinoma of 
Breast and Node ....... a 


Chronic Mastitis ................ | 1 
5 
4 


bo 


| | 
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A review of the sections cut in the study 
of these shows several interesting facts of 
which perhaps three are most significant: 
first, that 19 of 42 patients showing epithe- 
lial neoplasms were less than 40 years of 
age; second, that in at least 21 the routine 
sections showed distinct relationship be- 
tween chronic cystic mastitis and un- 
doubted epithelial neoplasm; third, that 
in 21 cases in which rush diagnoses by 
means of frozen section were made at 
time of operation, these were confirmed 
by subsequent multiple imbedded sections 
and were modified in only 2. In 1, simple 
adenoma was added to chronic mastitis 
and in the other, fibrosarcoma and chronic 
mastitis were added to simple adenoma. 

The incidence of chronic mastitis, a 
condition in which the interstitial tissue 
is infiltrated with lymphocytes and plasma 
cells chiefly and in which cyst formation 
may or may not be present in connection 
with epithelial neoplasms, is a matter of 
common observation to any studious sur- 
geon who has systematically subjected his 
specimens to microscopical examination. 
While it cannot be said that chronic mas- 
titis is a causative factor in the produc- 
tion of epithelial neoplasms, there is 
abundant evidence that such a continued 
source of irritation in the breast renders 
the patient more liable to the development 
of such tumors. 

The second point of interest may well 
bear some emphasis. Although the pro- 
gressive members of our profession fully 
appreciate that cancer is not altogether 
a disease of old or middle age, yet many 
practitioners and certainly the majority 
of the laity still labor under that delusion. 
Not infrequently a woman is advised to 
report occasionally to be watched and 
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eventually when the watcher reaches the 
conclusion that possibly the mass under 
observation may really be a cancer after 
all, it is so late that prognosis after rad- 
ical operation is bad. In no condition is 
this policy of “watchful waiting” more 
disastrous. 


The third point is one on which both 
the authors have strong opinions. While 
it is true that pathologists may differ on 
the interpretation of a borderline case, to 
say that a surgeon from the clinical his- 
tory and gross pathology can make more 
reliable deductions as to malignancy than 
can a trained and experienced pathologist 
with the microscope is to argue absurdly. 
How can a surgeon or a pathologist bet- 
ter improve his judgment than by check- 
ing the two points mentioned with a mi- 
croscopical examination and subsequent 
clinical developments? With us it is the 
practice in all cases at all doubtful clin- 
ically to remove the section of breast con- 
taining the tumor and to examine at once 
the gross pathology, forming an opinion 
if possible. This is followed immediately 
with frozen section and microscopical ex- 
amination. The block frozen is always 
subsequently imbedded and sectioned for 
confirmation. We believe this practice 
has greatly improved our ability to inter- 
pret gross pathology, but we are unwill- 
ing to rely entirely on it when the ques- 
tion at issue is so fraught with possible 
disaster to the patient in the event of 
erroneous diagnosis. For example, in the 
case of a woman 35 years of age (OS 17- 
285) whose three sisters died of carci- 
noma, the right breast appeared clinically 
and in its gross pathology on first inspec- 
tion to be only chronic mastitis, but after 
the specimen was taken to the microtome 
room gross sectioning and a more care- 
ful examination disclosed a portion about 
1 cm. in diameter which was harder than 
the remainder. A frozen section through 
this portion revealed typical adenocarci- 
noma which was confirmed by several 
subsequent permanent sections. 


In two of this series mixed tumor was 
found, epithelial and fibroblastic, the lat- 
ter part very cellular and showing com- 
paratively undifferentiated cells with oc- 
casional mitoses (fibrosarcoma or “spin- 
dle cell” sarcoma). Mixed tumors are 
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not uncommon when one is benign. Mul- 
tiple malignant tumors showing different 
cell types are exceedingly rare. One other 
point of interest is that the 6 scirrhous 
types of adenocarcinoma occurred at the 
ages of 48, 50, 58, 58, 61 and 62. The 
slow growth and lack of recurrence or de- 
layed recurrence in breast carcinomata 
showing a large amount of fibrous tissue 
stroma, especially if the latter is hya- 
linized, has been pointed out by many 


observers. 
OPERATIVE RESULTS 


Number of cases of carcinoma operated upon.................... 110 
Number of cases “living and well’.....0.00000000...... 49—44.5% 
Number of cases known to be dead...................... 34—31 % 
Number of cases dying in 
mortality) ...... 4— 3.6% 
Number of cases “dead” “cause “unknown”. .11—10 % 
Number of cases dead, “recurrence” . 19—17.4% 


Letters to carcinoma cases returned “unopened” 12—11 % 
Letters to carcinoma cases ‘‘unanswered not re- 

Number of cases living but having recurrence.... 


Of the 110 cases we have succeeded in 
tracing 88, of whom 49 are “living and 
well,” 5 are living with recurrence and 
34 are dead. Of the letters sent to the 
remaining 22, 12 were returned unopened 
and 10 were unanswered and not re- 
turned. Of the 4 cases dying in the hos- 
pital, 1 died under nitrous oxid-oxygen 
anesthesia, 1 died of acute cardiac dilata- 
tion six hours following operation, 1 died 
of cardio-renal disease on the 7th day 
following operation, and 1 died on the 
15th day following operation, cause not 
stated. 

GLANDULAR INVOLVEMENT (GROSS OR MICRO- 

SCOPIC) 


Number of cases dead showing glandular enlarge- 

Number of cases dead, no axillary enlargement... 3— 8.8% 
Number of cases dead, no note on axillary condi- 


Number of cases “living and well’’ having ax- 

Number of cases “living and well’ showing no 

Number of cases diagnosed carcinoma on frozen 

section traced ...... 25 


DURATION OF APPARENT CURE 
Number of cases of carcinoma “living and well’’............ 49 
Living 16 years after 
Living 14 years after operation............................ 
Living more than 5 years and less than 10 years 25 
Living more than 3 years and less than 5 years 4 
Living less than 3 years 
Number of cases of carcinoma 
Number of cases “living and well” 3 yrs. or more 31—43 % 
Number of cases of sarcoma 2 
“Living and well” 7 3 
Number of cases of benign “diseases (not in- 


cluding abscesses) operated 18 
Number of cases of benign disease traced................ 62 
Number of cases of benign disease having re- 

Number of cases of excision of benign tumor 

Number of excision of -sutniatt tumor cases hav- 
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RECURRENCE 


In the earlier carcinoma cases of this 
series recurrence in or near the site of 
incision was not infrequently noted. Later 
with the employment of wide skin resec- 
tion, recurrence at this site has been rare. 
The supraclavicular glands, lungs and 
mediastinum have been the most frequent 
sites of secondary deposits. This has 
been noted with such frequency that we 
consider it advisable in all cases to ray 
the chest before operating. Of deposits 
in the osseous system, the ribs and ster- 
num present the greatest number, ‘with 4 
in the vertebral column and 3 in the fe- 
mur. Metastasis to the liver and abdom- 
inal organs has been infrequent. 


Of the 28 cases of conservative ampu- 
tation traced all were well. Of the 34 
cases of excision of tumors traced, 5 re- 
ported recurrence; of the 5, 2 were chronic 
mastitis with adenoma, 1 chronic cystic 
mastitis, and 2 adenomata, 1 of which 
was single and 1 multiple with 2 tumors 
in right breast and 1 in left. 


DISCUSSION 


Dr. W. W. Crawford, Hattiesburg, Miss.—We 
have been told that practically 80 per cent of all 
breast tumors are potentially cancer. We are tuld 
also that if we operate upon breast tumors, be- 
nign and malignant alike, before the axillary 
glands are involved we may expect 80 per 
cent of cures. We are confronted with the hu- 
miliating fact, however, that fully 80 per cent of 
the cases that consult the surgeon have axillary 
involvement. This means that the public has not 
yet reached that state of appreciation of this im- 
portant disease that it should have reached. It 
means that the physician, the surgeon and the 
public health authorities have not yet reached 
that state of perfection in this regard that charac- 
terizes the study of tuberculosis and other great 
questions of health. 


If, therefore, I have any message for you today 
in reference to this matter it would be in regard to 
that situation. Those of us who are especially 
emphasizing the subject of surgery should carry 
to our respective localities the determination to do 
our full duty to the public with reference to this 
disease. It is interesting to note that under Dr. 
Abell’s activity this educative influence has already 
permeated the county adjacent to Louisville. 
While 80 per cent of the cases come to us with 
malignancy already established,he shows that 160 
out of his 300 cases were benign tumors. This 


means that there has gone out from Louisville the 
influence that should go out from every commu- 
nity, that will ultimately reduce the mortality 50 
per cent. The profession, for the first time in the 
history of our country, has decided upon a definite 
program-and has just gone through with a Na- 
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tional Cancer Week. The layman everywhere has 
had brought squarely before him the great im- 
portance of this question. As a result of this cam- 
paign I dare say there are many of you who have 
already been consulted by those who had actual 
cancer, or imaginary, or really benign tumors of 
the breast, and that you will as the weeks and 
months go on become more and more impressea 
with the influence of this systematic educational 
campaign along this line. It was our pleasure in 
Mississippi to have Dr. Joseph Colt Bloodgood, of 
Johns Hopkins, spend a week with us recently, and 
already we have noticed a reflex from this edu- 
cational work of his. 


THE VALUE OF BLOOD CHEMISTRY 
TO THE SURGEON* 


By Wo. H. BAILEY, A.B., M.D., 
Pathologist to Oklahoma City Clinic, 
Oklahoma City, Okla. 


The value of blood chemistry to the 
surgeon is in most instances not different 
from the value of blood chemistry to the 
internist. Both are equally interested in 
its value in the diagnosis, treatment and 
prognosis of pathological conditions. 


GLUCOSE TOLERANCE TEST 


Among the several tests to which our 
attention is being directed is the glucose 
tolerance test. In this test 100 gm. of glu- 
cose are given by mouth in 300 c.c. of ice 
water to which the juice of one lemon has 
been added. This is best administered on 
an empty stomach in the morning before 
breakfast. The blood sugar is determined 
just before ingestion, 45 minutes after and 
again 2 hours later. In a normal individ- 
ual the blood sugar which is usually 0.06- 
0.12% will be seen to rise above the nor- 
mal to about 0.15% in 45 minutes and 
decline to normal again by the two hour 
period. 

A high blood sugar content has been 
known for many years to be present in the 
patient with cancer. In carcinoma pa- 
tients the glucose tolerance test shows a 
rapid rise in 45 minutes to a point above 
what is usually found in normal persons 
and the per cent continues to rise or re- 
mains stationary for the two hour period 
and then in another 1 to 2 hours slowly 


*Read in the Section on Surgery, Southern 
Medical Association, Fifteenth Annual Meeting, 
Hot Springs, Ark., Nov. 14-17, 1921. 
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drops back to the normal for that patient. 

Rohdenburg and his co-workers state 
that the location of the cancer bears no 
relation to the glucose tolerance test. They 
found similar results in primary carci- 
noma of the lungs, sigmoid, stomach, and 
other internal organs. 


Friedenwald and Grove have shown that 
over 50% of the cases of gastro-intestinal 
carcinoma give this typical sugar toler- 
ance curve. They also found that cases of 
sarcoma, syphilis, and other chronic con- 
ditions of the gastro-intestinal tract do not 
give such a curve. According to these 
authors it is therefore in the differential 
diagnosis of carcinoma of the gastro-in- 
testinal tract that the glucose tolerance 
test, as shown by the blood sugar curve, is 
of considerable assistance. 


Various observers have noted similar 
results in other conditions than cancer, 
especially diabetes, pituitary cases and 
hyperthyroidism. It is therefore neces- 
sary to eliminate these conditions by clini- 
cal methods before much weight can be 
given to the glucose tolerance test in the 
establishment of a diagnosis of gastro- 
intestinal carcinoma. It is also impor- 
tant to rule out pyloric obstruction as, of 
course, glucose ingested must be absorbed 
into the circulation which is not done to 
any appreciable extent from the stomach. 

The value of this test was shown in a 
patient who recently presented himself to 
the clinic for relief from stomach trouble 
which had lasted over a period of years. 
The patient was intensely jaundiced, had 
pain on taking food, vomited frequently, 
and had lost considerable weight. The 
pre-operative diagnosis was carcinoma of 
the head of the pancreas. The blood sugar 
tolerance was found to follow a normal 
curve. At the operation a tumor mass of 
stony hardness with extensive adhesions 
was found close to the head of the pan- 
creas. This was called an inoperable car- 
cinoma and preparation made to close. 
During further manipulation to see if a 
gastro-enterostomy could be done, a hard 
mass withsharp edges was discovered 
which was found to be a gall stone. On 
further search several other stones were 
found and removed. The case proved to 
be one of gall stones impacted in the com- 
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mon-duct and not one of carcinoma. The 
absence of carcinoma had been indicated 
by the normal blood sugar tolerance curve. 


ACIDOSIS 


Many surgical deaths following opera- 
tion for septic conditions should be re- 
ported as due to acidosis rather than some 
other cause. An individual cannot live 
unless the blood is alkaline. This alkaline 
balance has been shown by Henderson to 
be maintained by certain buffer salts in 
the blood. The degree of alkalinity of the 
blood is represented by its H-ion concen- 
tration and the carbon dioxid combining 
power of the blood plasma. When the 
H-ion concentration of the blood is lowered 
even a very little the blood is unable to 
carry the carbon dioxid to the lungs, the 
normal equilibrium is lost and acidosis 
begins. 

Ether anesthesia has been shown to pro- 
duce an acidosis, so that if a previous 
blood chemical examination shows the 
H-ion concentration to be low or the com- 
bining power of the blood plasma for car- 
bon dioxid to be lessened, ether should not 
be the anesthetic selected. If ether has to 
be used, pre-operative treatment of the 
patient should be given to bring these fac- 
tors back to normal. 


Cases of gastro-intestinal disorders 
which have been unable to take sufficient 
food for long periods are very apt to have 
a starvation acidosis. When this condi- 
tion is found to exist, by previous blood 
chemical tests, a two-stage operation may 
well be considered as being of a distinct 
advantage to the patient. 


FUNCTIONAL INEFFICIENCY 


In the last few years our attention has 
been called to the importance of patho- 
logical physiology. It does not matter so 
much whether an organ is diseased. The 
point to be determined is, what is the 
functional capacity of the diseased organ 
in question. The functional tests of the 
various organs or systems are of great im- 
portance in estimating the physiological 
state of the patient. A poorly functioning 
organ is to be feared more as a factor 
bearing on the “operative risk” in a pa- 
tient than a diseased organ that is doing 
its work satisfactorily. 
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The functional inefficiency of one organ 
or system that would be definite enough 
to be demonstrated by specific tests may 
be entirely compensated for by the hyper- 
activity of a corresponding organ or some 
associated system. The skin can in a 
measure take up the work of excretion of 
the kidneys. One ductless gland may as- 
sist in carrying on the work that another 
has failed to perform. One kidney hyper- 
trophies when the other has been thrown 
out of commission. It is therefore neces- 
sary to weigh such results regarding the 
functional ability of any organ in con- 
junction with the other clinical and labora- 
tory data available. 


Just as a chronic heart condition will 
sooner or later nearly always secondarily 
affect the function of the kidneys, so also 
the deficiencies of many of the metabolic 
processes of the body will ultimately lower 
the function of the kidneys. We must in- 
vestigate not only the ability of the kid- 
neys to excrete normai and abnormal sub- 
stances but we must find out by blood 
chemical tests what substances, especially 
of the non-protein nitrogen of the blood 
they are not excreting. It is supposed that 
it is the retention of these elements that 
is harmful to the patient. 


The surgeon has been quick to take ad- 
vantage of the assistance that the routine 
blood counts, urinalyses, and other labora- 
tory tests can give him in the working out 
of diseased conditions. Without lessening 
his efforts to make a diagnosis of the 
pathological lesion in his patient, the sur- 
geon must also make a careful study to 
determine the functional abiltiy of his 
various organs. He must accurately esti- 
mate his resistance, his vitality, his physio- 
logical state; in other words, his “opera- 
tive risk.” It is this special point that 
the surgeon alone must decide. It is in 
assisting him to decide this special point 
that blood chemistry is of its greatest 
value to the surgeon. 


Geraghty and Rowntree have given us 
a very valuable test for kidney function in 
their phenolsulphonephthalein or P-S-P 
test. The test meal for renal function of 
Mosenthal and Lewis or the 2 hour urine 
test is also a valuable aid. To these two 
must be added the estimation by chemical 
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methods of the non-protein nitrogenous 
elements retained in the blood. The esti- 
mation of Ambard’s co-efficient or its 
modification by McLean which is the nu- 
merical expression of the relation between 
the concentration of the blood urea and 
the rate of urea excretion in the urine; has 
been found of definite value by some work- 
ers. Others, and these include Folin, are 
inclined to be rather skeptical of the addi- 
tional information given by these factors. 

Each of these several tests that have 
been established for the estimation of 
renal function has its own particular 
place, each has certain points of value, and 
from each different important deductions 
may be drawn. They do not give us the 
same information as do the various tests 
for albumin in the urine. Therefore, no 
one test should be used to the exclusion of 
the others. 

The P-S-P test has been used exten- 
sively as a single test in estimating the 
renal function and will be found usually to 
show a close agreement with the other 
tests. Frank has come to the conclusion 
that in some cases the dye acts as a 
diuretic, probably by its irritation of the 
kidney, and causes a polyuria, which of 
course will give a false idea of the normal 
eliminating power of the kidneys. He has 
come to look upon an output of over 75% 
in 2 hours as a sign of lessened renal 
function, especially where there is other 
evidence to indicate this condition. In 
these cases the blood chemistry will give 
a truer idea of the functional ability of the 
kidneys. 

In the same way a low P-S-P result is 
not always a contra-indication for sur- 
gery nor an indication of a serious im- 
pairment of the kidneys, especially when 
the retention products as shown by blood 
chemistry are not found to be excessively 
high. A case illustrating this point was 
one that we observed a short time ago. 

A pregnant woman developed symptoms of a 
toxemia of some nature. Of course eclampsia 
was the first thought. Her P-S-P output was 5% 
the first hour and 5% the second hour. The blood 
chemistry showed her. total non-protein nitrogen 


and her urea nitrogen to be well within the nor- 
mal limits. A voided specimen of urine showed 


a large amount of albumin, no casts and many 
pus cells. 
lar findings. 
case was diagnosed a pyelitis. 


A catheterized specimen showed simi- 
There being no cystitis present the 
Proper treatment 
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was instituted and the patient’s symptoms cleared 
up rapidly. She was sent home in a short time 
to await her delivery. 

Frank also makes the point that a high 
urea nitrogen content of the blood is al- 
ways significant of lessened kidney func- 
tion regardless of what Ambard’s co- 
efficient or the P-S-P test show. 


The non-protein nitrogenous elements 
retained in the blood include, beside the 
total non-protein nitrogen, or N-P-N, the 
uric acid, the urea nitrogen, the creatin 
and the creatinin. The technic of the va- 
rious procedures in estimating these sub- 
stances does not concern us at this time. 
It has, however, been emphasized by 
Myers that although most of these tests 
are fairly simple to one who has an aver- 
age amount of chemical skill you cannot 
expect to get satisfactory results if these 
examinations are left to an office girl or 
even a nurse who is not thoroughly fa- 
miliar with the chemical procedures in- 
volved. The preparation of the standard 
solutions and reagents alone requires con- 
siderable chemical ability. Even if prop- 
erly prepared solutions are bought they 
must be checked frequently to ascertain if 
they have remained correct. 


The normal for the factors under con- 
sideration, although varying somewhat as 
given by the different authors aré about 
as follows: 

Non-protein nitrogen ...25 -35 mg. per 100 c.c. of blood 

0.5- mg. per 100 c.c. of blood 

Urea nitrogen 10 -18 meg. per 100 ¢.c. of blood 

.........:. 5 -10 meg. per 100 c.c. of blood 

0.8— 2.5 mg. per 100 c.c. of blood 

It has been found that as the kidney 
function lessens the uric acid is the first 
to accumulate in the blood, then the urea 
and finally the creatinin. This “stair-case”’ 
fact of retention would indicate that 
creatinin is the easiest of the three sub- 
stances to be eliminated and uric acid the 
most difficult. When the kidneys are un- 
able to eliminate creatinin properly their 
function has been dangerously impaired. 
This is a valuable prognostic fact as it is 
pretty well established now that cases with 
over 3.5 mg. of creatinin per 100 c.c. of 
blood are very poor surgical risks. Cases 
with above 5 mg. per 100 c.c. rarely show 
improvement on treatment and almost in- 
variably die within a comparatively short 
time. 


BLOOD CHEMISTRY 397 


Any extensive pre-operative study of 
the patient will of course consume consid- 
erable time. However, there is often some 
slight tendency among surgeons to rush 
their patients to the operating room. I 
believe this condition will be found to ex- 
ist in many localities. It is of course true 
that the chances for recovery of some pa- 
tients suffering with acute pyogenic con- 
ditions would be considerably lessened by 
a delay of even a few hours. In the ma- 
jority of cases, however, this delay would 
not be a detrimental factor. 


It does not take long to carry out some 
of these tests and even in the acute cases 
one or two of these blood chemical deter- 
minations may assist the surgeon in de- 
ciding whether or not it might be advis- 
able to do the operation in two stages 
rather than to attempt to complete it at 
one time. It is more satisfactory to have 
a living patient than to have performed a 
successful and brilliant operation. 


Hypertrophied prostates and other me- 
chanical chronic obstructions to the out- 
flow of the urine have been found to show 
a low kidney function with its accompany- 
ing high retention of non-protein nitro- 
genous elements in the blood. This con- 
dition is best determined by the chemical 
examination of the blood. It is now quite 
the routine to make a 2 stage operation 
of these cases. The blood chemistry will 
assist the surgeon in deciding what time 
is the most favorable for the second oper- 
ation, the time that will be the safest for 
the patient. The value of such pre-opera- 
tive studies is shown by an investigation 
by Thomas in which he found that the 
mortality from nephrectomy and prosta- 
tectomy in the hands of the general sur- 
geon is 25.9-22.5% respectively as com- 
pared with 7.7-4.3% in seven times the 
number of similar cases operated upon by 
8 of the best urologists who make these 
studies. Wold draws the conclusion that 
in the great majority of such cases 70-80% 
of the deaths are avoidable if the kidney 
function is ascertained before operation 
and when found deficient proper pre-op- 
erative treatment given. 

When we reach the stage in the progress 
of surgery where all surgeons carefully 
work out the surgical risk of every case by 
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accurate clinical and laboratory methods 
before operation, we shall have reached 
what Frank has aptly termed “an epoch 
of physiological surgery.” 


CONCLUSIONS 


(1) The glucose tolerance test has been 
shown to be of considerable assistance in 
establishing the diagnosis of cancer, espe- 
cially of gastro-intestinal carcinoma when 
the other conditions that give a similar 
blood sugar curve have been eliminated. 


(2) Ether should not be the anesthetic 
of choice when the patient is found to show 
an acidosis by a low carbon dioxid com- 
bining power of his blood plasma, or 
some other of the accepted methods. 

(3) In gastro-intestinal cases showing 
a starvation acidosis a 2-stage operation 
may well be considered. 

(4) A poorly functioning organ is to be 
feared more as a factor bearing on the 
operative risk of the patient than a dis- 
eased organ that is doing its work satis- 
factorily. 

(5) Many deficient metabolic processes 
of the body may ultimately affect the 
functional ability of the kidneys. 

(6) No one test for kidney function 
should be used to the exclusion of all 
others. 

(7) Blood chemical tests, like all other 
laboratory procedures, must be considered 
only as additional clinical evidence and 
their value determined by weighing them 
with all the data available. 

(8) A P-S-P output of over 75% in 2 
hours may be a sign of lessened kidney 
function. 

(9) A low P-S-P result is not always an 
indication of a serious kidney impairment, 
especially when the blood retention prod- 
ucts are not found to be excessively high. 

(10) A high blood urea content is prob- 
ably always an indication of lessened kid- 
ney function regardless of the results of 
the other tests. 

(11) Satisfactory results cannot be ex- 
pected from these tests if their perform- 
ance be left to some one not thoroughly 
conversant with the chemical procedures 
involved. 

(12) The estimation of blood creatinin 
is the most valuable prognostic sign we 
have in cases of renal deficiency. 
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(13) The slight delay caused by these 
pre-operative studies of the patient would 
not be a detrimental factor in lessening the 
patient’s chances for recovery in the ma- 
jority of operative cases. 


(14) Blood chemistry is of special value 
in cases of hypertrophied prostate and 
other mechanical chronic obstruction to 
the out-flow of urine. 


(15) We should strive to attain that 
ideal, when every operative patient will 
be carefully studied by clinical and labora- 
tory methods to accurately ascertain his 
“surgical risk” before operation, as then 
that epoch of “physiological surgery” will 
become an established fact. 


DISCUSSION 


Dr. S. F. Hoge, Little Rock, Ark.—The influ- 
ence of chemical features in these studies has 
directed the attention of the investigator, to the 
blood, exudates and transudates. It is not easy to 
draw definite conclusions from these studies be- 
cause when you mention the word chemistry you 
are confronted with the field of biological chem- 
istry, colloid chemistry, organic and inorganic 
chemistry, physiologic chemistry, etc. Each one 
of these divisions presents a great mass of facts 
difficult to correlate. 


In studying the chemistry of the blood the ap- 
proach may be made either directly or indirectly. 
Under direct blood chemistry we should include 
those tests which the essayist has named, espe- 
cially &mphasizing the creatin and creatinin tests, 
the details of which he left out. In the indirect 
studies we include the alveolar air tension, espe- 
cially in nephritis and uremia, and the metabolic 
study in thyroid conditions. These studies are 
recent and are opening up broad fields of useful- 
ness which when completed and systematized and 
simplified will certainly prove of value to the 
surgeon and internist in their clinical interpre- 
tation of diseased conditions. 


Dr. Bailey (closing).—I wish to add, along the 
line of checking these various tests with the other 
clinical data which is available, that we had one 
case in which the trouble was a pus kidney of 
one side. The blood chemistry test showed that 
the non-protein nitrogen was 72, which is about 
twice the normal, and the urea nitrogen was well 
above the normal. If we had judged that case 
entirely by the blood chemistry test we should 
have prophesied a rather stormy convalescence, 
but the patient went through the operation with- 
out much difficulty. 


One case of carcinoma of the cervix which we 
had showed an increase of the percentage of 
blood sugar, running up to around 200 mg. per 
100 c.c., while a high normal is 120. In those 


cases you often get the increased blood sugar as 
well as in carcinoma of the gastro-intestinal 
tract. 


Vol. XV No. 5 


CONGENITAL HYDRONEPHROSIS* 


By A. I. Fotsom, A.B., M.D., 
Dallas, Texas. 


The two cases which form the basis for 
this paper have seemed to me to be of 
sufficient interest to justify my reporting 
them in some detail and calling attention 
to some of their points of likeness and 
unlikeness. I shall not go into an aca- 
demic discussion of the general subject, 
nor shall I attempt even to enumerate the 
causes of this condition, which truly may 
be legion. 

* My purpose in reporting them is first, 
to call attention to the fact that these con- 
ditions can and should be diagnosed by our 
modern urologic methods. An early, ac- 
curate diagnosis will be the means of sav- 
ing many kidneys to these children in 
whom, if they were allowed to run merrily 
along, the kidney would be destroyed be- 
fore they had reached early adult life. 

One of these cases was seen by a very 
good urologist of the Middle West, who ad- 
vised against any cystoscopic efforts 
whatever being made. This advice if fol- 
lowed would, I believe, have led to the 
ultimate destruction of kidney, 
whereas, the child has now been accurate- 
ly diagnosed ‘and operated upon and is 
apparently well. His kidney has been 
saved from further destruction. 

Case 1—Boy, age 7 years. Family history, 
negative. At the age of two years the patient 
began to have attacks of very severe abdominal 
pain, indefinitely located at first, which gradually 
appeared to be in the left loin. These attacks 
were extremely severe and at frequent intervals. 
At the age of three years there began to appear 
a mass in the left loin, which came with the 
onset of pain and disappeared with its termina- 
tion. At the age of six years he began to have 
fever with attacks of pain, and finally in one very 
severe attack which lasted longer than usual, the 
boy was operated upon and a nephrostomy per- 
formed. A large quantity of pus and urine were 
evacuated and his improvement began at once. 

After draining the kidney for a short time the 
tube was removed. As the sinus closed up the 
pain in the loin returned with such severity that 
reopening the nephrostomy wound became neces- 
sary. At frequent intervals it was closed again, 


but it always precipitated the pain. At the age - 


of seven years he presented himself to me, after 


*Read in the Section on Urology, Southern 
Medical Association, Fifteenth Annual Meeting, 
Hot Springs, Arkansas, November 14-17, 1921. 


FOLSOM: CONGENITAL HYDRONEPHROSIS 


399 


having worn a tube in the nephrostomy wound 
for about one year. 

The general physical condition of the boy was 
good. Well developed and apparently well other- 
wise. 

The question of course was, could the hydro- 
nephrotic left kidney be removed as there seemed 
no hope for any other solution of the problem. 

Cystoscopy was done under general anesthesia. 
First of all we encountered two congenital nar- 
rowings in the bulbous urethra, which had to be 
incised by an Otis urethrotome. 

The general bladder surfa¢e was only moder- 
ately inflamed and both ureteral openings were 
easily seen, and stood fairly well open. 

A No. 5 ureteral catheter was introduced into 
the left ureter. Just outside the bladder wall an 
obstruction was encountered. When this was 
finally passed, the catheter went up to the 
uretero-pelvic junction where an impassable ob- 
struction was met. Beyond this I could never 
get a catheter, and no urine at all was collected 
through this catheter. 

To my surprise, on catheterizing the right 
ureter, I found an obstruction just outside the 
bladder wall, another near the uretero-pelvic 
junction, and a residual urine of some 200 c.c. 

Pyelogram of the right kidney showed a very 
large hydro-nephrosis, and a ureter with multiple 
sacculations. Phenolsulphonephthalein test 
showed an appearance time of 5 minutes from the 
nephrostomized kidney and of 10 minutes from 
the supposedly good kidney, which excreted about 
10% in the first 20 minutes. The right showed 
approximately half that quantity in the same 
time. 

Urine from the right kidney showed pus and 
colon bacilli, with a specific gravity of about 1010. 

Repeated search for tubercle bacilli was 
negative. The child was otherwise well and in 
view of the entire absence of any bladder irrita- 
tion, I feel that we can exclude tuberculosis as an 
etiological factor. 

We repeatedly irrigated the right kidney pel- 
vis in an effort to improve its function, and mean- 
time gradually stretched the ureteral strictures 
until a No. 7 F. catheter could be passed to the 
pelvis of the right kidney. 

The boy’s life was a burden to himself and his 
mother, and I finally advised an operation to at- 
tempt to re-establish the communication between 
the left kidney pelvis and the ureter. I felt that 
a failure would not make matters any worse, 
while a success would relieve him of the constant 
contact with a big urine soaked pad. 

In November, 1920, operation was done, at 
which time an extraperitoneal exposure of the 
kidney and ureter was made. The incision was 
made below and independent of the existing 
nephrostomy wound, because there seemed to be 
a valve-like arrangement of the old wound 
which favored closing, which would be of advan- 
tage to us in the convalescence if we succeeded 
in re-establishing the channel. 

The kidney cortex was found to be in fairly 
normal condition, save that it was about one- 
half the normal thickness. Its color was good. 

The large pelvis was easily found and isolated 
and led to a funnel-shaped point where the ureter 
began. There were no adventitious blood vessels 
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present, and the ureter was not twisted. In fact, 
no extraneous cause could be found for the ob- 
struction. The junction was slightly thickened, 
but not enlarged. The ureter below this point 
was slightly dilated, but not indurated. 

A longitudinal incision was made, beginning 
above the uretero-pelvic union and running longi- 
tudinally along the union to meet the upper end 
of the ureter. The iumen of the ureter at the 
point of union was smaller than normal and the 
wall was thickened. It was my conviction at the 
time that we were dealing with an organic nar- 
rowing of the ureter. 


The incision was closed transversely to the 
ureter by interrupted Lembert’s sutures of 
chromic catgut. A No. 6 ureteral catheter was 
left in the ureter, extending through the union. 


The tube in the original nephrostomy wound 
was left in place and a small cigarette drain car- 
ried down to the incision in the ureter. 

Convalescence was uneventful until on the 
tenth day cystoscopy was done. No. 5 F. 
ureteral catheter was introduced into the left 
ureter. We found the same obstruction near the 
bladder, but at the uretero-pelvic junction there 
was no obstruction felt at all. The catheter 
passed readily by the site of operation and into 


the kidney a A continuous flow of urine 
was obtained. 


Following cystoscopy, he had rather a severe re- 
action and for two days had a decidedly dimin- 
ished urinary output, with every evidence of a 
beginning uremia. This was fleeting and in four 
or five days he was again on his road to recovery. 

There was some drainage for about six weeks 
following the cystoscopy, during which time I 
passed the No. 5 catheter through the obstruc- 
tion in the lower end of the left ureter, for it was 
evident that this was the only point of obstruc- 
tion remaining. 

Two months from date of operation the sinus 
was closed entirely and has not reopened. He is 
entirely comfortable, is growing, and seems to 
be in good health and spirits. 


Case 2.—Tom C., age 6 years. At the age of 
two he began to have attacks of pain in the left 
side of the abdomen. At times this was very 
severe and on occasions morphin hypodermically 
had to be administered. There soon began to 
appear a. mass in the left loin synchronous with 
the appearance of the pain, which would disap- 
pear with the passing of the pain. During these 
attacks he was nauseated quite frequently. There 
was no urinary disturbance and no blood was 
seen in the urine. 

He was first seen in an attack. The mass was 
easily palpable, and could be readily seen on in- 
spection. It was quite tender and fluctuation 
could easily be made out. 

Cystoscopy was done under general anesthesia 
and again an obstruction was found in the 
bulbous urethra. This was incised with an Otis 
urethrotome. Bladder surface was normal. Both 
ureteral openings were seen and appeared nor- 
mal save that the left one seemed to be more re- 
laxed than the right. Catheter entered the left 
ureter and passed readily up to the uretero-pelvic 
junction and on into the pelvis of the kidney, 
after meeting only a small amount of obstruction. 
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A residual urine of 80 ¢.c. was withdrawn, but 
it was clear and apparently normal. 

A pyelogram was made, which showed a large 
hydronephrosis involving in a large measure the 
pelvis and only to a minimal degree the calices. 

Subsequent to the cystoscopy the boy went for 
a few months without an attack. In an attack 
he again presented himself and cystoscopy was 
done under local anesthesia in the office, draining 
off about 120 ¢c.c. This relieved him immediately 
and completely. Following this on several occa- 
sions, ureteral catheterization was done for relief 
of the attack of pain. 


Case 1.—Pyleogram of left kidney. 


We finally advised an operation, stating that in 
view of the fact that almost all of the dilation 
seemed to be at the expense of the pelvis, and 
only slightly at the expense of the calices, an 
anastomosis could probably be done between the 
dilated pelvis and the ureter, and thus save the 
kidney. But we stated that at operation it might 
appear best to remove the kidney entirely. 

ollowing this advice they went to the Mayo 
Clinic where the boy was operated upon by Dr. 
Judd. An anastomosis was made and the boy is 
now apparently well. 


One of the very interesting things in 
connection with this report is that in Case 
No. 1 there existed a very severe grade of 
hydronephrosis in the right side where no 
pain had ever been experienced. 


This might at first seem to argue for 
Braasch’s theory of inflammatory dilata- 
tion. Yet we do have on this side very 
definite obstruction as is shown not only 
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by the catheter during passage to the 
kidney, but the ureterogram also shows a 
moderate degree of dilatation with at least 
two areas of narrowing. It seems to me 
rather to show that we can have a suf- 
ficient degree of obstruction to produce 
the dilatation and yet not enough to give 
the classical pain by reason of a temporary 
complete closure. 


The second fact of interest is that in 
one case the dilatation practically alto- 
gether occurred at the expense of the kid- 
ney substance (Case No. 1), the calices 
being immensely distended and the cortex 
of course correspondingly thinned, where- 
as, in Case No. 2, the substance of the kid- 
ney had not been seriously encroached 
upon at all. The pelvis was widely dilated, 
a point worthy of careful consideration in 
estimating the prognosis and proposed 
care. 


The third point I desire to emphasize is 
that boys of this age can be cystoscoped 
satisfactorily and all the modern urologic 
methods used in these cases to arrive at a 
correct diagnosis. Both of these boys 
were cystoscoped repeatedly in my office 
under local anesthesia, although for the 
original sitting I employed general. 


I am very firmly convinced that we are 
neglecting this important field and _ it 
is already time for us to begin to make 
amends for our former lack of interest in 
these little fellows who may happen to 
have some serious urological lesion. 


DISCUSSION 


Dr. George R. Livermore, Memphis, Tenn.—I 
have seen only one case of congenital hydro- 
nephrosis, and that was due to an abnormal in- 
sertion of the ureter in the bladder. 


Dr. Abraham Nelken, New Orleans, La.—I took 
the liberty of bringing some pictures to the meet- 
ing to show you in connection with this paper. 
The patient had some difficulty in passing urine 
through the urethra and had some residuum. 
Under dilatation of the urethra the condition has 
improved greatly and the urine has become very 
much clearer. A point of interest in the picture 
is the bladder, which is shown somewhat to the 
right. On physical examination, before the cav- 
ity empties, it is easy to find a mass in the left 
side, and you can see here (indicating) the di- 
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lated ureter and the dilated pelvis of the left 
kidney. 

An interesting point is that this picture is not 
taken after cystoscopy. It is simply a cysto- 
gram and we have here (indicating) a filling 
with the bromid solution giving us an excellent 
picture of the posterior urethra, bladder, left 
ureter and pelvis of the left kidney. 


Dr. W. A. Frontz, Baltimore, Md.—I was par- 
ticularly interested in Dr. Folsom’s explanation 
of, the etiology of these cases of hydronephrosis, 
as he brings out a point made by Dr. Geraghty 
and me some years ago. In a series of cases we 
found that where the dilatation ended abruptly 
at the junction of the pelvis and ureter, in prac- 
tically all cases we were able to demonstrate at 
this point a definite chronic inflammatory change, 
characterized by the presence of round celled in- 
filtration and more or less fibrosis. In regard to 
the role played by aberrant blood vessels in these 
cases of obstruction, we were inclined to the 
cpinion that it was more often a matter of effect 
than cause; i. e., with the development of the 
hydronephrosis and consequent descensus of the 
kidney, if a blood vessel were so situated that it 
came to occupy a position in close relationship to 
the uretero-pelvic junction, it might then be pro- 
ductive of a certain obstruction. In such a case, 
however, it would play a secondary role in the 
production of the obstruction. In our series this 
relation has been noted, but in all of them the 
contracture of the uretero-pelvic junction was 
present. 


Dr. Folsom (closing).—I should have said in 
connection with the first case that repeated ef- 
forts to convict the boy of tuberculosis of the 
genito-urinary tract were futile. He had no 
bladder irritation which goes with it and I feel 
reasonably safe in saying that the boy did not 
have a tuberculous obstruction. 


These cases have been found to exist in chil- 
dren only two or three months old. Sometimes 
just after birth these congenital hydronephroses 
have existed and when found the tissues have 
shown undoubted evidence of inflammatory 
thickening of the ureter. 


As to the question of the blood vessels, I think 
there is probably some reason to question the 
conclusions of Geraghty and Frontz in that they 
attribute the ultimate results altogether to the 
mechanical descent of the kidney. I feel that it 
would be just as reasonable to believe that the 
vessel were the original offender and by reason 
of the kidney’s gradual increase in weight the 
thing was made more definite. I have the speci- 
men from one case, which shows beautifully 
the effect of the vessel going into the lower. pole 
of the kidney, where it shows a kink in the ureter, 
which argues for Dr. Frontz’s view rather than 
the other. 
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THE CORRELATION OF X-RAY IN- 
TERPRETATIONS, WITH CLINI- 
CAL FINDINGS AND END 
RESULTS IN RAILWAY 
SURGERY* 


By E. T. NEWELL, M.D., 
Chattanooga, Tenn. 


There is an ever-increasing tendency 
at the present time to x-ray all patho- 
logical conditions that will show on a 
radiographic film. In addition, the roent- 
genologist is increasing the field of fluo- 
roscopy, both in its scope and usefulness. 

The subject of this paper is limited to 
fractures, a subject that every man doing 
railway surgery comes in contact with 
constantly. The surgeon frequently fails 
to recognize and diagnose many fractures 
unless he x-rays all possible, rather than 
all probable, fractures. 


In the discussion of the subject to fol- 
low, it is assumed that the fractures in 
question have been x-rayed before any at- 
tempts at approximation were made and 
that radiograms were taken immediately 
following the setting or adjustment of 
the broken bones; that the adjustment 
may or may not have been done under the 
fluoroscope, or with the aid of the fluoro- 
scope, and that a general anesthetic was 
used. 


The slides that I shall show you later 
represent work that was done with the 
above technic, save that the fluoroscope 
was not used in all the cases. The use of 
the fluoroscope in checking the results 
immediately following attempts at reduc- 
tion, I find to be of distinct advantage. It 
enables one to make much better x-ray ap- 
position. However, it is of great impor- 
tance to have several plates made follow- 
ing the approximation, for one gets bet- 
ter detail on them and can study them at 
length. 


I believe the surgeon doing the work 
should use the fluoroscope rather than 
the roentgenologist, though the latter 


*Read before the Southern States Association 
of Railway Surgeons, Auxiliary of the Southern 
Medical Association, Fifteenth Annual Meeting, 
Hot Springs, Ark., Nov. 14-17, 1921. 
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‘may be of great assistance and make 
valuable suggestions with regard to prog- 
nosis, etc. 


In this work the use of the Hawley 
table in setting fractures of long bones in 
adults is of great assistance, for reasons 
too obvious to mention. 


Having assumed that you have set a 
particular fracture, say of the lower third 
of tibia and fibula, under the fluoroscope, 
to your satisfaction, and that the radio- 
grams taken later show the fragments 
approximated perfectly, or nearly so, I 
wish to emphasize the point that you will 
not necessarily have a perfect result, or 
one that will be satisfactory to patient or 
surgeon. On the other hand, if the fluoro- 
scopic examination is not all you desire, 
and the plates show only a partial ap- 
proximation of the proximal and distal 
fragments, you may still obtain a perfect 
functional result with little or no de- 
formity. Baetjer, Johns Hopkins Hos- 
pital, in his latest text book has the fol- 
lowing to say: “The shaft of a long bone 
may not be perfectly reduced, yet the 
functional and cosmetic result will be 
good.” 


This, then, would indicate that the 
x-ray was unreliable, unsatisfactory and 
not dependable in the setting of fractures. 
However, this is not the whole truth. A 
fracture must be adjusted from two 
standpoints to get the best results: from 
the x-ray and the clinical. By the clin- 
ical, I mean the alignment of the frag- 
ments must be good. After you have ob- 
tained the best x-ray approximation that 
you can, you should see to the correct 
alignment of the limb. This is of para- 
mount importance and of equal, if not 
greater, importance than correct approxi- 
mation of bony fragments. While I do 
not wish to depreciate in the least the 
value of x-rays in fracture work, I do 
wish to point out that it has its limita- 
tions.. The x-ray has its greatest useful- 
ness in diagnosis, being almost one hun- 
dred per cent in point of service. It not 
only makes the diagnosis positive in 
doubtful cases, but in positive cases it 
details the extent and position of the 
i and indicates what should be 
one. 


922 


Vol. XV No. 5 


The fluoroscope further assists in the 
actual approximation and the follow-up 


plates show what has been accomplished, 


as far as approximation goes. 

It is here that great danger lies in cor- 
rectly interpreting these plates to ascer- 
tain whether the fracture should be let 
alone or further attempts at better ap- 
proximation be made. The roentgenolo- 
gist often only sees the plate, sees a 50 
or 60 per cent approximation, often less, 
and writes his findings: ‘Fragments 
only partially approximated, fragments 
widely separated, fragments greatly over- 
lapping,” etc. He probably has never 
seen the limb or extremities, his assist- 
ant or technician making the exposure 
with or without removal of splints, band- 
ages, etc. 

Such a report may completely mislead 
the operating surgeon with regard to 
what is best to do and what his end re- 
sults will be. It is true that the roent- 
genologist is interpreting the plate in a 
purely technical manner as he sees it, but 
if he had seen the limb in perfect align- 
ment, with no perceptible deformity, he 
probably would not have used such 
phrases as “only partially approximated,” 
“widely separated,” “great overlapping,” 
etc. Dr. Hirsch, X-Ray Department of 
Belleview Hospital, New York City, lays 
special stress upon this point when mak- 
ing his interpretations. The radiograms 
are only shadows at best and so many 
factors enter into their correct interpre- 
tation that those interpreting them 
should be very specific. They should 
specify the deformity in inches, centime- 
ters or percentage of displacement. The 
roentgenologist should take into consid- 
eration all the facts and render conserva- 
tive reports rather than alarming ones 
(alarming to both patient and doctor). 

Dr. Hawley, Journal of Orthopedic Sur- 
gery, October, 1921, speaking of the 
treatment of fractures, says, first, that 
“restoration of function is more impor- 
tant than restoration of form.” Second, 
“the treatment of fracture is the treat- 
ment of disability, not deformity.” 

We shall have accomplished a great 
deal in correlating x-ray interpretations 
and clinical findings if we bear these two 
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statements in mind in treating fractures . 
and remember that it is not always neces- 
sary to have a one hundred per cent x-ray 
end-to-end approximation, provided you 
have good alignment, to obtain good func- 
tional results and cosmetic effects. After 
all, this can only be proven by the end 
results obtained in many cases of all 
kinds and varieties of fractures in which 
the above conditions have prevailed. _ 
The writer does not wish to be con- 
strued that it should not be the endeavor 
of every surgeon to approximate accu- 
rately and definitely every fracture when 


it is possible and feasible, but it is fre=" 


quently impossible to do this without an 
open operation. 

The slides that I shall now show repre- 
sent a few cases of incomplete approxi- 
mation with correct alignment, giving 
satisfactory results both as to function 
and cosmetic effects. 

These few cases were not specially se- 
lected, but were picked out at random 
from the fracture cases treated at our 
Clinic during the last two years. They 
should illustrate, better than I could ex- 
press to you, the cardinal point in this 
paper: the necessity of correct interpre- 
tation of radiograms, and correct inter- 
pretations of clinical findings. 


DISCUSSION 


Dr. Chas. H. McCollum, Fort Worth, Tex.— 
Some of the greatest mistakes I have made in 
the diagnosis of these cases have been in relying 
upon the fluoroscope in children. It does not 
show very clearly and in a great many instances 
we completely overlook a fracture that involves 
a joint, more particularly if that joint is in the 
phalanges. The reason the tiuoroscope does not 
demonstrate it well is on accou:it of the iack of 
hardness of the bone. In every case where there 
is the least suspicion of a fracture there should 
be a picture in at least two positions, and in 
three if you can get it. Recently I demonstrated 
a fracture of one of the »ones of the fovt that 
had been overlooked for some two or three 
months by simply taking two views. The frac- 
ture was only in part and in such a position that 
neither an antero-posterior nor lateral view 
demonstrated it. It resulted in a suit that could 
have been easily prevented if the roentgen»lozist 
had taken the precau*ion to observe that point. 


Dr. Walter E. Vest, Huntington, W. Va.—The 
surgeon should translate the x-ray rather than 
the roentgenologist. This point made by Dr. 
Newell is one of the most important points, 
which I have been stressing for years. Differ- 
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entiate between disability and deformity. Before 

the x-ray we knew nothing of deformity unless 

it was so marked that we could see it. As I 

said to a juror, I would rather walk on a 

crooked shin (?) than walk straight with my 

or upon a stick. They do not appreciate 
at. 


I have seen fractures at an angle of fifteen 
degrees where a man had better functional re- 
sults, where there was better alignment, be- 
cause there was no complication of joint inju- 
ries. Yet I remember one case of that kind 
where the jury gave three thousand dollars for 
® g¢rooked leg and five hundred dollars for a 
edefective knee because the x-ray did not show 
it. Wolfe’s law states that in the course of time 
all these deformities are corrected almost to per- 
fection, that at the time of fracture enough 
callus is thrown out to correct that deformity, 
but only as much of‘the callus as is necessary to 
make a perfect limb remains, the balance being 
absorbed. We used to see more cases with enor- 
mous calluses before the x-ray because we did 
not get exact alignment and had more of the 
periosteum taken off. But the enormous callus 
which may be seen at first will in a year or two 
be a deformity too small to be recognized. 


If you can get the ends to overlap, even if 
only 5 or 10 per cent, to prevent overriding of 
the bones which gives the greatest deformity 
with shortening, it is not necessary to get per- 
fect alignment. If you can prevent the shorten- 
ing it does not make any difference whether 
you have good apposition or not. You get the 
same results in the end. We have a number 
of skiagraphs which show these conditions. 


If you are not able to interpret your own skia- 
graphs you will have trouble. Very often the 
roentgenologist will tell the patient, “This is a 
bad result.” My friend, Dr. Pearcy, a couple of 
years ago, had an impacted Colle’s fracture. It 
was reduced with difficulty. The radiograph 
looked very bad. The roentgenologist told the 
Doctor that he would have a very bad result. 
He would not have supination and pronation. 
Today, you can scarcely tell anything had ever 
happened to the wrist at all. 


We see cases of that kind all the time. Do not 
depend upon your roentgenologist. Do not de- 
pend on the x-ray for functional results. It is 
all right for cosmetic results. As to the open 
method. remember the fewer the better. We 
used to do many of them, but today we are do- 
ing less because we are using traction instead 
of putting on a splint which does not hold them 
in apposition and does not prevent overlapping. 


Dr. T. H. Hancock, Atlanta, Ga.—I stopped 
putting in plates ten years ago. Every plate is 
coming out. If you put in a wire it will stay 
indefinitely. I have had some which stayed in 
as long as twenty-five vears. Do not use silver 
or steel] wire. Use malleable wire. The silver 
is not strong enough and you cannot twist the 
ends of the steel wire. Use malleable wire from 
the hardware store; you can bend it and twist 
the ends. I am going to have some of it silver- 
plated. It is possible the tissues may tolerate 
this better. By drilling holes in the bones you 
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can wire them in any position you want, and it 
will stay in there until the last day. 


Dr. J. A. Orr, Paris, Ky.—I have had four 
cases recently of railroad injuries, fractures of 
the metatarsal bone. One case was_ recently 
brought in. It looked as if something fell on 
the foot. There was only slight contusion and 
some swelling. It was impossible to elicit any 
crepitus. My first impulse was to ask why they 
rushed the man into the hospital before any one 
had seen him. . The x-ray picture showed a frac- 
ture of three metatarsal bones. I wish to em- 
phasize the necessity of having x-ray plates 
made of injuries of the foot. 


Dr. E. D. Martin, New Orleans, La.—When- 
ever you have a fracture of the metatarsal bone, 
you can elicit pain by lifting the toe of that 
particular bone. We have been able to demon- 
strate that in many cases. It procures pain in 
the toe almost at once. One of my assistants 
has been able to demonstrate that so often that 
it is very well worth remembering. . 

Dr. Vest—We have been able to elicit the 
same thing by pressure on the end of the nail. 


Dr. Newell (closing).—I wished to show you 
some of the worst cases. I could have brought 
slides where I obtained beautiful approximation 
by the use of the Hawley table under fluoro- 
scope. We have cases where results from the 
x-ray standpoint are not good. Still we can 
work our way out, and must not become panicky 
about what the roentgenologist tells us the radio- 
gram shows. So long as we have good align- 
ment and, as Dr. Martin said, have some ap- 
proximation so that there is no overriding, the 
results will be good. We can not get 100 per 
cent in every case. 

Unless you x-ray cases of fractures of the 
foot you cannot tell about them. Many cases 
come in and say “Bandage up my arm; it is not 
broken, I know.” You do not know whether it 
is fractured or not. It does not look as if it 
were. You x-ray it and find not only a simple 
fracture, but one in which there is overriding. 
The patient insists there is no fracture, because 
he did not fall ten feet or have some heavy 
weight fall on him. The bone is more or less 
elastic and if he falls on the bone with the mus- 
cles taut, you get a fracture. You do not need a 
heavy weight or great distance to produce a 
fracture. If he is relaxed and falls a consider- 
able distance he will not get a fracture. When 
you are in doubt be reasonably sure thése cases 
should be x-rayed. You will find fractures when 
you least expect them.: 


The tender point holds good not only in the 
metatarsal bones, but in others, and I wish to 
say to you men who have not an x-ray, if you 
have a doubtful case, if you have pressed all up 
and down over the bone, especially the more 
superficial bones, you will find at the line of 
fracture nearly every time a tender point. When 
touched at the point where there is a fracture. 
the patient jumps. That is a very important 
point. I am very glad this was brought out in 
discussion. It holds good for fractures of long 
bones as well as the metatarsals. It is one of 
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the best ways to bring out a doubtful fracture 
where you have no radiograms. 


Traction is of great help. The fluoroscope is 


_also a great help in getting better results. 


I do not think anybody is putting in plates 
now, not even Lane is putting them in as he 
used to. Henderson uses bone plate, I do not 
know with what results, but I know I can not 
get the results he claims he is getting. The 
wire may be good. I have used heavy copper 
wire and did not seem to have any trouble 
from it, but I believe in most cases with heavy 
kangaroo tandon you will get the same results 
as with wire. Doubled No. 4, forty-day chromic 
catgut, in these fractures, will hold long enough 
for union to take place. I have used it in a 
great many operations where the condyles were 
torn off. I would not use it in a femur case. 
I do not believe it would hold it. 


The Martin band is very good in oblique frac- 
tures. Still you have metal in there—your hard- 
ware. 


I hope I have succeeded in just this one point: 
of getting together the x-ray interpretation and 
the clinical findings; getting on some practical 
basis where the x-ray man’s interpretation will 
coincide with the clinical findings, so that the 
two can be correlated and we can have a satis- 
factory ground upon which we can rest our 
cases. Do not tear down good work and do an 
open operation just because the interpretation 
of the plates and your interpretation as a sur- 
geon do not harmonize. We must have a good 
sound basis on which to work and know we can 
get practically as good results as we _ should 
have had had we had a 100 per cent approxima- 
tion. 


Dr. W. W. Harper, Selma, Ala.—I wish to 
say a word about something that was not 
brought out in the paper, but in the discussion. 
That is this: we see frequently an epiphyseal 
separation in children. It is like taking a crow- 
bar and prying up a big rock. Remove the 
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crowbar, the rock settles back, and you cannot- 
tell that it has been prized up at all. The x-ray 
even may show nothing. We make the diagnosis 
on three points alone: loss of function, history,. 
and bony encircling tenderness. What I mean 
by history is history of immediate loss of func- 
tion. It is a point brought out by Dr. Stone, 
Chief Surgeon of the Children’s Hospital in 
Boston. A child stumbles and falls, gets up and 
runs around perhaps all the rest of the after- 
noon. Next morning he cannot use the leg. You 
know that child has had no epiphyseal separa- 
tion. But suppose the history said that the 
child stumbled and fell and from that moment 
could not use the leg. You know you have an 
epiphyseal separation and you treat it as such. 

That is important, because if it is not recog- 
nized you are likely to set up inflammation along 
the epiphyseal lines, that patient’s leg or arm 
ceases to grow and you have a child with a per- 
manent deformity. But with that history a loss 
of function from the very moment of the fall, 
and with bony encircling tenderness, you know 
you have an epiphyseal separation. 


Dr. Newell.—There are so many points about 
fractures that it is impossible to cover them all. 
Dr. Harper’s is well taken. And in that connec- 
tion we have authentic cases where people have 
claimed to have a fractured femur or fractured 
radius, etc., of recent origin. On x-ray exam- 
ination you find that there is a lot of callus 
formation. They claim the injury occurred only 
two or three days before, but the callus shows it 
occurred two or three weeks or months before. 
The x-ray is inefficient in some cases, as Dr. 
Harper said. It may show nothing in the first 
few days. Just as in acute osteomyelitis, the 
x-ray is worthless the first ten days. It gives 
no information in epiphyseal separation where 
there is no displacement. But it does give val- 
uable information, especially in railway work. 
When a man claims to have a fracture and sub- 
mits to an x-ray examination, a competent roent- 
genologist can tell approximately how long it 
occurred before the picture was taken. 
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MALARIA AND EYE, NOSE AND 
THROAT INFECTIONS 


By HARveY B. Searcy, M.D., 
Tuscaloosa, Ala. 


Recently it has again been impressed 
upon the writer that “no one is sufficient 
unto himself” and that he has been get- 
ting narrow in his limited field of medi- 
cine and has failed to take advantage of 
the assistance he could have obtained from 
the laboratory by the more frequent ex- 
amination of blood smears. 

Malaria lies latent in many people, in 
the author’s section of the country, and 
lowers their resistance to local infections. 
Unless the malaria is also recognized and 
treated, the local infection in the eye, 
nasal sinuses, etc., will certainly not im- 
prove as it should from the treatment of 
the local condition alone. 

In October and November, 1921, many 
blood smears were sent to the City Health 
Laboratory for examination, and it was 
indeed surprising how common the re- 
port, “Positive for malaria,” was re- 
turned, and how rapidly the local condi- 
tion in the nose or throat improved after 
starting the administration of quinin. 

Below are the condensed reports of 18 
cases reported by the Laboratory as being 
“Positive for malaria,” which had, in ad- 
dition to the treatment of the local condi- 
tion, the treatment for malaria. 

The purpose of this incomplete paper 
is to show how frequently and how unsus- 
pectingly malaria does complicate local 
conditions in the eye, nose and throat. 

The standard treatment for malaria 
recommended by the National Malaria 
Committee and approved by the United 
States Public Health Service was used. 


These cases were referred by general 
practitioners because of definite symp- 
toms pointing to local infections in the 
eye, nose or throat. There were still other 
cases that improved after the quinin ad- 
min‘stration was started, but the malarial 
organism could not be demonstrated in the 
blood smears. The type of malarial plas- 
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modium was not stated in any of the re- 
ports, as it was not insisted upon, for 
there was then no thought of reporting 
the series. 

CASE REPORTS 


Case No. 1.—T. J. C., age 20, came on October 
6, 1921. He had had acute coryza three weeks 
previously. Left frontal pain had been present 
for two weeks; worse in the mornings. When 
first seen the pain was constant, was aggravated 
by leaning forward, and there was tenderness on 
pressure. The left nostril was rarely open 
enough to breathe through and there was con- 
siderable discharge. 

Examination showed much pus coming from 
beneath the anterior end of the left middle tur- 
binate after using cocain and adrenalin and neg- 
ative pressure. Temperature was 99°. 

October 7, report from the Laboratory said 
“Positive for malaria.” Quinin was_ started. 
Local treatments to the nose were given on Oc- 
tober 8, 10, 11 and 138. No pain or tenderness 
and only slight discharge at times. 

November 25, 1921, there was no apparent 
sign of any recent infection. Quinin was con- 
tinued as specified by the standard treatment 
mentioned above. 

Case No. 2.—J. McQ., age 15, was first seen on 
November 18, 1921. Severe pain was com- 
plained of in the right frontal region. It was 
only slight the previous morning. He had had a 
cold for about a week. 

Examination showed pus coming from _be- 
neath the anterior end of the right middle tur- 
binate after cocain and adrenalin application. 

November 14 blood smears were reported 
“Positive for malaria.” Quinin was begun. Lo- 
cal treatment instituted. 

November 16 there was no pain. Quinin was 
continued, but no further local treatment was 
necessary. No recurrence of pain took place. 

Case No. 3.—C. C. J., age 27, presented him- 
self November 2, 1921. He had had his nose 
broken in 1918, and since that time had had re- 
current attacks of frontal sinusitis. He had 
had two operations, intranasal, for relief of the 
condition. 

Examination showed scar tissue, septum, from 
an old operation. The septum was deflected to 
the left, crowding the left middle turbinate. 
Much pus was seen beneath the middle turbinate 
on the left after the use of cocain, adrenalin and 
negative pressure. 

Local treatment relieved the acute pain. Blood 
smears were reported “Positive for malaria,” and 
quinin was begun as above. 

Local treatments were given on November 3, 
4, and 5. No pus was then found in the nose. 

November 7 the nose was apparently well. 
gga operation to relieve the crowded condi- 
ion. 


Case No. 4.—D. J., age 28, on November 25, , 


1921, complained of a severe frontal pain of 


May 1922 


406 
tl 
N 
b 
tl 
h 
f 
} n 
li 
n 
t 
t 
f 
I 
f 
€ 
( 
1 
( 
( 
] 
( 
1 
q 


22 


ere 


Vol. XV No. 5 


three days’ duration, more severe that morning 
than before. Had been in bed for two days. 

Frontal sinusitis was acute. Blood was posi- 
tive for malaria. 

Local treatment and quinin were begun. 

November 26 pain was not so severe. 

November 28 he returned to work as a taxi 
driver. Quinin was continued. 

Case No. 5.—Mrs. A. M. G., age 47, seen on 
November 4, 1921, complained of pain which had 
been present in the right frontal region for eight 
weeks, but which was then getting in the left 
side at times. 

The right frontal sinus region was tender and 
there was slight edema of the skin. Transil- 
lumination showed the right side (antrum and 
frontal regions) darker than the left. Right 
middle turbinate was swollen and tight. Very 
little shrinkage followed the application of co- 
cain and adrenalin. Much pus was found be- 
neath the right middle turbinate. 

From the right antrum was washed out a 
small amount of fluid pus. The blood was posi- 
tive for malaria. 

All local treatments were refused by the pa- 
tient. A letter to her home physician advised 
quinin. A report from her doctor states that 
there is relief of pain, but still some discharge 
from the nose. 

Case No. 6.—A young man, age 18, came on 
November 15, 1921, with pains in the right 
frontal region which had been present for sev- 
eral days, more severe in the mornings. He had 
had a similar attack two weeks previously that 
was not so severe. 

Examination revealed a temperature of 99.5 
degrees. Frontal region was tender. Right nose 
was congested, with pus beneath the right mid- 
dle turbinate. Blood was positive for malaria. 
Quinin was prescribed. 

November 19, 1921, he telephoned that he had 
had no more trouble and that his nose was clear. 
He was advised to continue with the quinin. 


Case No. 7.—Miss V. F., age 16, was seen on 
October 24, 1921. She gave a history of having 
been treated for malaria during the previous 
summer. No quinin had been taken for about a 
month. A severe cold started three weeks pre- 
viously, but for about one week had been limited 
to the left side, and she had had severe pains in 
the left forehead, worse in the mornings and on 
leaning forward. She had been taking treat- 
ment for the cold, but the pain was getting 
worse. 

Examination showed that the left middle tur- 
binate was very large and crowded against the 
lateral wall and septum. The tip was cherry- 
red and the entire mucous membrane was edema- 
tous. A considerable amount of creamy pus 
escaped from beneath the middle turbinate. 

The pain was relieved considerably by local 
treatment and suction. Treated October 25, 27, 
29, November 1 and 3. The condition was 
changed but little and the pains seemed worse 
every other day. Blood smears were taken and 
reported and were positive for malaria. Malaria 
had not been found on previous examinations. 
Quinin was started. Treated November 7. No 
= remained and the ‘discharge was much less. 

ovember 10, about well. 
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November 15, no signs of previous infection on 
examination. 

Case No. 8.—Mrs. A. M. P., age 40. Previ- 
ously I had removed the right middle. turbinate, 
curetted the anterior ethmoids and opened the 
antrum. I had treated her on many occasions 
since that time. November 16, 1921, I persuaded 
her to let me remove the left middle turbinate 
and open some ethmoid cells. November 16 
blood was reported positive for malaria, and 
quinin was started. December 2 the nose was 
healed nicely and her general health was 
greatly improved. 

Case No. 9.—Mrs. J. A. O., age 45, consulted 
me on November 28, 1921. In June, 1912, I had 
opened the right antrum because of a chronic 
empyema. She had had no more trouble since 
that time till recently. She complained of a 
“neuralgia” of the right side of the face and a 
severe cold for about ten days. 

The right antrum was washed through the 
old opening of the 1912 operation and a small 
lump of muco-pus was obtained. Blood exam- 
ination was positive for malaria. Quinin was 
begun November 30, 1921; the “neuralgia” had 
stopped, and her condition was greatly im- 
proved. Quinin was continued. 

Case No. 10.—J. T. M., age 44, came in Octo- 
ber 27, 1921, with a history of having had sev- 
eral operations in the right nose. He com- 
plained of severe pains in and around the right 
eye. 
Examination showed that the anterior half of 
the right middle turbinate was absent. Many 
small polypi crowded the upper portion of the 
right nose and a large spur of the septum pressed 
against the posterior remnant of the middle tur- 
binate. Considerable muco-pus was seen in that 
portion of the nose. 

The polypi were removed. Blood proved posi- 
tive for malaria. Quinin was begun. Treated 
October 28 and breathing became freer and the 
pain stopped. Advised removal of the spur and 
opening the ethmoids. November 10, treated. 

Case No. 11.—J. P., colored, age 17, was seen 
on September 15, 1921. He had hyperesthetic 
rhinitis and it had recurred every fall for sev- 
eral years. 

Blood was positive for malaria. 

No local treatment was given. November 7, 
1921, there was free breathing room and no dis- 
comfort. The general health was better. 

Case No. 12.—W. E., age 43, consulted me on 
November 14, 1921. There had been an acute 
antrum infection of the right side in 1914 and 
the left had been infected in 1917. He com- 
plained of pains across the bridge of the nose 
and general malaise. 

Blood was positive for malaria. Quinin was 
prescribed. 

Case No. 13.—Mrs. McG., age 22, was seen on 
November 14, 1921. Her adenoids and tonsils 
had been removed in 1914. The anterior ends 
of both middle turbinates were removed in 1919. 
Complaint was. that both nostrils became —— 
up at night. There seemed to be no discomfort 
during the day. 

Examination showed that both passages were 
free. The blood was positive for malaria. Quinin 
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was : ee Entire relief of discomfort fol- 
lowed. 

Case No. 14.—Miss D. came on December 2, 
1921. She gave a history of having had a tonsil- 
lectomy. The right middle turbinate at its an- 
terior end had been operated upon. The left 
ethmoids and sphenoids had been opened. In- 
creasing deafness was noted. Her complaint 
was a feeling of tightness in the nose and a 
slight postnasal discharge. 

The nose appeared free and clear. The blood 
was positive for malaria. 

Case No. 15.—Miss B. presented herself July, 
1921. She had some discomfort in reading and 
was refracted. October 24, 1921, there was a 
recurrence of an old corneal ulcer. The blood 
was positive for malaria. Local treatments were 
given and quinin was begun. 

Case No. 16.—Miss L. D., age 12, consulted 
me on March, 1921. She was refracted and pre- 
scribed +1.00 for both eyes. 

November 18, 1921, headaches and frequent 
sore throat were complained of. Glasses were 
found satisfactory. 

The throat showed general redness. The ton- 
sils were small and there was pus. The adenoids 
were very small. The blood was positive for 
malaria. She was advised to take quinin. About 
one week later she was taken sick and was 
treated for the malaria. 

Case No. 17.—N. A., age 10, on October 8, 
1921, came to see me. He had a marginal ul- 
cer. Local treatment consisted of atropin, etc. 
The blood was positive for malaria and quinin 
was begun. 

Case No. 18.—H., age 12, on October 6, 1921, 
was sent home from school because of being un- 
able to study. He had had considerable head- 
aches while in school for several weeks. He 
was refracted and accepted +0.25 for each eye. 
Vision was 20/15. The blood was positive for 
malaria. Quinin was begun. 


A NEW TREATMENT FOR HAY- 
FEVER DURING THE ATTACK* 


By CLIFTON M. MILLER, M.D., F.A.C.S., 
Richmond, Va. 


Hay-fever has occupied the thoughts of 
the medical profession for many years 
and the lack of success attending its treat- 
ment is made manifest by the almost un- 
limited number of therapeutic agents that 
have been used for it. 

It has been regarded by many as a so- 
called neurosis or hysterical manifesta- 
tion. From this reasoning its existence 


*Read by title, Section on Eye, Ear, Nose and 
Throat, Southern Medical Association, Fifteenth 
anewet Meeting, Hot Springs, Ark., Nov. 14-17, 
1921. 


SOUTHERN MEDICAL JOURNAL 


May 1922 


has been scoffed at and its victims classed 


with those who could be well if they 
wished, but preferred the questionable 
happiness of suffering. That this line of 
reasoning is not true we are all well 
aware, for to all of us has come one or 
more such sufferers during the time of 
their attack, and that they are all real 
sufferers is evident. 


Of the many therapeutic agents used 
up to a short time ago none met with any 
uniform success. The one that was used 
about the time of the first severe frost 
was branded as the panacea for that par- 
ticular person, but his hopes were shat- 
tered upon using this remedy in the early 
part of his next attack. 


Correcting deficiency of aeration and 
drainage of the nose was sometimes of 
great aid and should always be done if 
needed, but it should only be done in inter- 
vals between attacks. Operative interven- 
tion during an attack of hay-fever is not 
justifiable as it adds to the patient’s dis- 
comfort and may cause serious infection. 

Correcting errors of digestion and regu- 
lating the habits of life have been of much 
assistance in many cases and should be 
practiced in every case, but such procedure 
is only an aid to other treatment and must 
be regarded as such. 


Sending the sufferer to another climate, 
as on a sea-voyage or to some mountain- 
ous region where the vegetation is entirely 
dissimilar to that of the location where he 
lives is always efficacious in relieving an 
attack, but the sacrifices of time and 
money necessary to make such a journey 
annually are usually too great for the suf- 
ferer to make. 


The history of the growth and develop- 
ment of the use of pollen extracts with 
skin tests to determine to what organism 
the patient is sensitive are too recent in 
our literature to need more than mention 
before this audience. Certainly this form 
of treatment has met with greater success 
in preventing attacks of hay-fever than 
any other with which I am acquainted. In 
spite of the success of such treatment and 
the general knowledge of it, there are some 
patients who seek relief only when an at- 
tack is on them and with these the use of 
pollen extracts is of no benefit. It is with 
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this class of patients that the treatment 
about to be outlined is used and in my 
hands it has proven most beneficial. 


PREPARATION OF THE FILTRATE 


Dry cotton swabs are placed in each side 
of the nose, well up in the region of the 
middle turbinate and allowed to remain 
from three to ten minutes or until thor- 
oughly saturated with the secretion pres- 
ent. The swabs are then removed and 
placed with about 20 c. c. of sterile water 
in a small Mandel filter. The filter is now 
placed over a small glass beaker and the 
entire apparatus set aside for filtration. 
The filtration takes from two to six hours, 
so the patient is directed to return the fol- 
lowing day for injection. A fresh filtrate 
is made for each injection and the injec- 
tions are given intra-muscularly. 


For the first injection, the solution that 
comes through the filter is diluted, one 
part of filtrate to seven of sterile water 
and 4 c.c. of this dilution is given. For 
the next injection given, dilution is made 
from one to six, and *4, c.c. is given, and 
for each succeeding dose, the dilution is 
decreased by one and the sizeof the in- 
jection increases by 14 c.c. Thus when 
the seventh dose is given, the dilution is 
only one and the injection 2 c.c. After 
this, if more is to be given the straight 
filtrate can be used, but the dosage should 
be cut back to say a 14 or 3 ¢.¢., par- 
ticularly if there has been much local or 
systemic reaction to the diluted dosage. 
Following this, the straight filtrate dos- 
age can be increased according to reac- 
tion. 
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Filtrate Sterile water 

1 part to 

1 part to 

1 part to 

1 part to 

1 part to 

1 part to 

1 part to 

1 part to % 

In using these injections it has been 
found that the best results have been got- 
ten in patients in whom a reaction oc- 
curred after use of the injection. 

Cases histories are too many to be given 
and are similar in most particulars. ..One 
small boy recently was relieved of all of 
his symptoms after the first injection but 
his reaction was so marked that he had a 
temperature of 101° F. and was confined 
to the bed for 24 hours. This is the most 
prompt relief yet obtained. About 75% 
of the cases treated have been entirely re- 
lieved or had their symptoms markedly 
abated by from seven to ten injections. 

After use of this, patients should be 
tested for their specific reaction, but this 
should be done during the period of free- 
dom from hay-fever. Some will neglect 
to do this in spite of warnings that it 
should be done. A number of such pa- 
tients have come to me for a second sea- 
sonal treatment and in the majority of 
cases, they have stated that their attac< 
was not so severe as it had been the pre- 
vious year. 

This method of treatment was workei 
out at the suggestion of and in connec- 
tion with Dr. George W. McKenzie, of 
Philadelphia, and we have found it bene- 
ficial in other forms of rhinorrhea than 
the one under discussion here. 

Stuart Cirele Hospital. 
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SYMPOSIUM ON GROUP MEDICINE AND 


SOME OBSERVATIONS ON GROUP 
MEDICINE* 


By W. P. HARBIN, A.B., M.D., F.A.C.S., 
Rome, Ga. 


From the title of my subject you will 
infer that the facts presented were not 
obtained from personal experience by be- 
ing in a group. The writer has been in- 
tensely interested in this subject and has 
visited several groups that have been suc- 
cessful. More has been learned from vis- 
iting the clinics of Drs. Quain and Ram- 
stead, of Bismark, N. D., and the clinic 
of Dr. A. C. Scott at Temple, Tex. The 
clinic in Bismark began about eighteen 
years ago. The clinic of Dr. Scott started 
twenty-eight years ago. These men have 
had some real experience in team work. I 
believe that you can learn more by visiting 
clinics like these than you can in any other 
way. The members of these two groups 
were very courteous. Many of the things 
that they have worked out are personal, 
and they can tell you things better than 
they can write them to you. I can not say 
too much in the way of praise for the men 
that handle these two groups. 


There are not many who have been 
successful, and it will take time to 
grow groups in the future. The Mayos 
at Rochester are pioneers in group work. 
They have a model which will probably 
never be duplicated. It has taken time to 
build this clinic. Dr. W. J. Mayo has said 
that the proper way for us to do work is in 
a team of medical men. A great many 
men in our profession have accepted this 
statement as being true, because it comes 
from a great authority and from the great- 
est clinic in the world. Consequently, 
many men in this country have assembled 


*President’s Address, Southern Hospital Asso- 
ciation, Auxiliary of the Southern Medical Asso- 
ciation, Hot Springs, Ark., Nov. 14-17, 1921. 
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in a short space of time a group for the 
purpose of doing team work. 


The most successful groups in this coun- 
try were not made in this way. The best 
ones have grown slowly. This remark is 
not made to deter any one from forming a 
group. How to do this thing can be 
learned from studying the ones who have 
made a success and then try it. The men 
who know will tell you that it usually takes 
several years to determine whether or not 
a given medical man will be suitable to 
work in a team. Co-workers must be 
agreeable and harmonize. It is conceded 
that the younger men are more flexible 
than the older men. The successful teams 
have employed the younger men and 
studied them. After they observe that these 
young men possess the right kind of qual- 
ity they retain them in the group, other- 
wise they are discarded. 


The medical profession has in the past 
needed more harmony than anything else. 
Today we have more harmony than we 
have ever had. This desire to work to- 
gether in the future will bring more gen- 
uine harmony than anything that can 
probably happen. 


It is the opinion of many who know that 
ownership or control of a hospital is nec- 
essary for a successful group. The chief 
of a group has his hands full if he is to 
manage a group of doctors. If it is nec- 
essary to own or control a hospital, the 
head of a group has a burden in hospital 
management. One surgeon said to me 
that it was as hard to get what you want 
out of a public hospital as it was to run 
one yourself. 

It may be comparatively easy to build 
and equip a hospital, but it is very difficult 
to get a group of men who will work agree- 
ably and efficiently together in that insti- 
tution. 

The American College of Surgeons cer- 
tainly is doing a wonderful work in stand- 
ardizing hospitals. One of their demands 
is that every hospital shall require its 
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whole staff to meet once per month at 
least and discuss all cases of interest which 
were in the hospital during the previous 
month. This will harmonize the medical 
profession very much. The question arises 
as to whether or not a number of groups 
can work in one of these public hospitals 
or not. 


A prominent surgeon and chief of a 
group in Oregon, said: 

“Of one thing I am certain, and that is that 
the organized groups must by some means con- 
trol their own hospitals and all other facilities 
for the practice of medicine. In the second place, 
I do not believe that the great number of demo- 
cratic groups gathered together will meet with 
any great degree of success whether they own 
their institutions or not. The great institutions 
in the future will be those in which there is one 
dominating personage who, by common consent, 
is the leader of the group. 

“It is quite possible that the plan of the Amer- 
ican College of Surgeons standardizing and de- 
manding complete diagnostic equipment in all 
hospitals will serve the great majority of doc- 
tors. I have had too much experience with pri- 
vate hospitals to be satisfied with such an ar- 
rangement myself. I think a private hospital 
answers the purpose better than the general hos- 
pital fostered by the American College of Sur- 
geons.” 

The leader of a team must put the wel- 
fare of the patient first. If the leader 
starts for financial gain, he will probably 
fail. Dr. Mercur, of Pittsburgh, Pa., says 
the first requisite for a man to work in a 
group is good character ;second, good judg- 
ment; third, knowledge; fourth, personal- 
ity; and fifth, technical skill. 

“A man with a bad character and all the tech- 
nical skill in the world is the worst creature on 
earth.” 

Dr. William Johnson, of Portland, Ore- 
gon, said: 

“The matter of compensation, I think, in a 
group has to be taken care of largely by men 
who are older and who have reached the stage 
where money does not mean a great deal to 
them. Some men must sacrifice a good deal for 
the real pleasure of doing scientific medicine and 
of training men to succeed, and then the only 
thing that hurts is the fact that it is awfully 


hard to get young men to appreciate what you . 


give to them when you take them in and turn 
over a hand-made practice to them.” 

This is where the question of character 
and loyalty should appear. 

Dr. Codman, of Boston, says the lack 
of a real leader is the cause of many fail- 
ures in groups. He says that too many 
good things can not be said of the heads 
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of successful teams. He also states that 
he can make more money practicing alone 
than he can in a team. 


A physician in a small town in Pennsyl- 
vania says three years ago nine of his pro- 
fessional friends got together, threw away 
jealousies and were willing to take the 
chance of loosing money in a team. He 
states that they have never declared a div- 
idend. 

I visited a large city, not in my own 
State, called on a former classmate and 
asked if there were a successful group in 
town. He said yes, and stated that his 
relation to this group was very cor- 
dial and they were succeeding. He said 
they did not have a man on their team 
who was specializing in his specialty. He 
felt that if they added a man to take up 
his specialty he might change his attitude. 
The attitude of the profession in this city 
is antagonistic to this team. 


I asked a prominent surgeon why he 
did not form a group in his own city and 
he replied that he could not afford to 
break the ties that had bound him to his 
professional friends for so many years. 


ASSOCIATION VS. ISOLATION FOR 
A YOUNG MAN IN PRIVATE 
PRACTICE* 


By STEWART R. ROBERTS, M.D., 
Atlanta, Ga. 


A shingle and a gig were easy in the 
old days and followed naturally after 
graduation from a rather loose and de- 
sultory medical training. The simple 
days of gig and shingle are gone, and in 
their stead are the increasing problems 
of the profoundest and most progressive 
of the professions. Until recently, isola- 
tion in practice has been the dictation of 
tradition and the custom of successive 
generations. But the medical graduate 
of today is another personality; his world 
is different and his profession is chang- 
ing so rapidly that even his elders are 


*Read before the Southern Hospital Associa- 
tion, Auxiliary of the Southern Medical Associa- 
tion, Hot Springs, Ark., Nov. 14-17, 1921. 
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often confused in the hithers and thithers 
of what is commonly called modern medi- 
cine. 

This new young man has had the best 
of training and is fresh from the hospital 
that began his clinical experience. He is 
between twenty-five and thirty years of 
age, a man both in years and medicine. 
He is worthy his medical education, is 
of good character and health, and is 
blessed with a besetting ambition and 
pressed with a sad lack of finances. He 
is looking for a location and is an eager 
seeker after a favorable opportunity to 
begin. Shall he start in association with 
an older man or shail he venture alone and 
develop a practice? 


Custom would dictate that he begin by 
himself. More than 90 per cent of his 
fellow practitioners are alone. We copy 
more than we think. It is so easy to fol- 
low, so difficult sometimes to lead. Most 
men who begin alone’ usually remain 
alone. Even when older thev work with- 
out a younger associate. The old man 
rarely changes. He must have the gift of 
vision and a labile and mobile spirit to 
vary with the changing currents of med- 
icine, and better to vary ahead of them. 
Adaptability, like poise, is a great virtue. 

If custom does not influence him, a par- 
ticularly individualistic | temperament 
may. A man may not be able to work in 
double harness. He either never startel 
or his habi.s are too fixed and he cannot 
begin. The extreme individualists in 
medicine cannot work together no matter 
how the harness is put on. It is not the 
harness or the pull, but the pulling to- 
gether, and he cannot keep his eye or 
mind off his fellow worker. No matter 
how small the. circle, he prefers to be the 
entire circle. He is the “I” man, and 
uses the word “we” professionally very 
rarely. In him is a distinct sense of the 
importance of his individual professional 
identity. 

With the admission of the force of cus- 
tom and the influence of temperament, 
the contrast between association and iso- 
lation can be put in a discussion of rela- 
tions and advantages. 

(1) The waiting years are abolished 
in association. The practice is there. An 
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older man is producing. Untold thou- 
sands of years have been wasted waiting 
for practice. Think of the elder Jane- 
way waiting two years for a_ patient. 
Theoretically, these should be years of 
study and outpatient work, but study 
without patients is tiresome and outpa- 
tient work apart from the large centers 
is impossible. The transition from a busy 
hospital and the busy life of an interne 
to a small office and much idleness leads 
easily to a sluggish reaction, the paresis 
of an enforced inertia, and ways of dis- 
couragement. 


(2) Experience in an association be- 
gins at once. Practice is a prerequisite 
both for experience and development. Ex- 
perience is the clinical capital of the prac- 
titioner. In isolation for the first five 
years it accumulates slowly and pays divi- 
dends grudgingly. 


(3) Very few young doctors just be- 
ginning can have the equipment they 
really need. There is apparently no limit 
nowadays to the chaotic succession of in- 
struments of precision. After one buys 
them, he finds he needs them less than he 
thought. There are certain necessary and 
fundamental aids of equipment that must 
be had for average practice. All these 
and more can be had in an association be- 
cause the older man has accumulated 
them. This applies to journals and books 
as well. The two new financial problems 
in medicine are those of equipment and of 
overhead expense. 


(4) The worry of finances at this pe- 
riod is eliminated by an association. A 
comfortable living at least is assured. 
With the certainty of income, one can, 
without anxiety, do better work and be 
of more value in practice. Anxiety over 
finances is not conducive to a rich clinical 
intellect. The details of the financial ar- 
rangement involve either a stated salary, 
a salary and a per cent of the profits, or 
a definite per cent, usually increasing from 
year to year or in definite periods of 
years. A salary in the beginning is usu- 
ally advisable until the young man shows 
his qualities and his medical gifts. What- 
ever the arrangement, his financial safety 
permits his easy clinical development. 


ly 1929 


thou- 
iting 
Jane- 
tient. 
rs of 
study 
itpa- 
iters 
busy 
erne 
eads 
"esis 
dis- 


be- 
site 
"ac- 
five 
vi- 


be- 
nit 
in- 


Vol. XV No. 5 


Think of John Hunter unleashed from his 
financial load. 
(5) The thoughtful, scientific young 


- doctor lacks confidence as surely as he 


lacks experience, and probably because he 
does lack experience. One of the finest 
things in all medicine is the enthusiasm 
with which he tries to do his work well. 
His hard cases torment him with doubt 
and responsibility. He delights to accept 
every opportunity he has to talk his cases 
over with a colleague whom he trusts. 
The older man or the group is back of 
him and will stand by him. We are all 
seeking power. Knowledge to the young 
man is power, but he mav be timid in 
execution. He has in the hollow of his 
hand the standing and the stimulation of 
his crowd. His potential powers become 
more easily kinetic and practical, and he 
can apply his gifts more quickly. The 
medical school and hospital interneship 
must always omit much that the young 
doctor can only learn in the actual prac- 
tice of medicine. There is something in 
practice that is not anywhere else. A 
close example in an active practitioner is 
invaluable, provided, of course, that his 
ideals and abilities are of the best and 
far removed from the perilous edges of 
immorality and incompetency. 


(6) In a union of effort he has less 
strain and he can have more regular 
hours. There is a division of labor with 
a distribution of time and duties in the 
person of secretary or bookkeeper or tech- 
nician. He can, therefore, concentrate 
and follow his bent. It is the ceaseless de- 
tails of practice, and not practice itself, 
that numb the intellect and dull the keen 
edge of judgment. Practice itself is a 
pleasure. 


(7) In an organization the work goes 
on and the different men in turn attend 
the different medical societies, take grad- 
uate work or go on their vacations. When 
a man is alone, an absence means the ces- 
sation of everything until his return. He 
is often loath or unable to leave even 
when he may need to go. His patients 
might benefit were he to air his brain 
and rest his body. The medical mind 
must weigh anchor at intervals or routine 
will stifle growth. 
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(8) The young man meets more people 
and as a rule a higher class clientele than 
if alone. His broadening process begins 
earlier, socially, as well as intellectually 
and clinically. He is established the 
sooner as a well known citizen and an 
active personality in the community. To 
be called in medicine one must first be 
known. 

(9) He has everything to gain and lit- 
tle to lose by an association. The estab- 
lished man or group has little to gain and 
much to lose. The older man has by self- 
denial, study, mistakes, knocks, triumphs, 
character, common sense and ability, come 
to the full flowering of his labors. His 
younger associate from the beginning en- 
ters into the first fruits of those labors. 

(10) The young man is often apt to 
overlook these elements of the struggle, to 
have little patience and much desire, to 
permit ambition to thwart judgment, to 
accent his training rather than his pres- 
ent opportunities, and to attempt to leap 
rather than to climb up to his proper 
place which only the years hand out to the 
hard workers who have endured the load. 
St. James intimated that faith without 
work is dead, and in medicine particu- 
larly, there is little reward without years 
of much work and more faith. Working is 
better than wating. 

(11) There are many medical students 
being graduated every year and a vacancy 
is not hard to fill. The older man might 
remember that a poor place with little op- 
portunity and a niggardly reward is very 
easy for the young man to leave. The wise 
youngster is more concerned in the oppor- 
tunity for his clinical development than in 
the immediate financial return, unless, of 
course, he be overwhelmed by an im- 
petuous desire for marriage or the embar- 
rassment of a long delayed debt. 


Many young men advance three objec- 
tions to an association or a group: (a) 
They feel they are overshadowed by the 
reputation and the ability of the older 
men. This is all the more reason they 
should remain within the shadow until 
their own lengthens. Ultimately age will 
shorten the shadows of the elders, and if 
they be of the right sort, increasing age 
will lengthen their own. (b) “My identity 
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is lost. If he should die, what would be- 
come of me?” The competent with char- 
acter always maintain their personality 
with dignity, and a real man in medicine 
as elsewhere always lands on his feet run- 
ning no matter what happens. The plea 
for identity is sometimes a confession of 
a sense of one’s importance that becomes 
apparent only by one’s isolation. (c) My 
income will come faster alone by doing a 
more veneral “catch as catch can” prac- 
tice. This may be true. If income in the 
beginning is more important than oppor- 
tunity, it may come true. On the whole, 
in the long run, with the right association, 
the income will come sooner, increase 
faster, and wax greater. In union is finan- 
cial strength. It is exceedingly difficult to 
commercialize human suffering. No man 
can do it long, the youngster not at all. A 
just reward is all that medicine offers. 
There is more money in patent medicines. 


The youngster is apt to make the mis- 
take of using an association as a stepping 
stone to isolation. “I shall take this until 
I can get out by myself.” An association 
worth beginning is worth maintaining 
compatible with fair relations and a good 
future. It is doubtful that one can build 
a great practice more than once in a life- 
time. A man should start where he ex- 
pects to remain. Two or more men can 
build better than one. Ability and income 
increxse far more rapid’y afier ten years 
than in the first few years. A youngster 
can make no better investment than work- 
ing, staying and waiting in one place. 


The older men as a class may have 
three objections to an association: (a) 
“The young man may get acquainted with 
my patients, then leave me and take some 
of my practice.” The prophets are dead. 
No man knows what will happen; but, if 
the young man is treated well, given free 
rein to work and develop, and the reward 
is just, he will not leave asa rule. There 
are plenty of patients any how. (b) An 
association is expensive. Yes, and an iso- 
lation is more expensive in wear and tear 
and health, and the busy doctor needs 
help. The cost of dividing the burden is 
cheap, for the young man can aid in a 
thousand ways, in time draw practice to 
himself, and add invaluable ideas. (c) “I 


had rather do everything myself and know 
it will be well done.” One can no more do 
everything himself, not even in a large 
general practice. “To know it will be well 
done” may mean “to do it my way.” 
There may be a newer, better way, and 
the youngster probably knows that way. 
He is fresh and not tired. Try him. 


The older man or the small group is apt 
to make the mistake of calling the young 
man “an assistant,” announcing him to the 
patients as “my assistant,” and sowing 
him with a sense of his inferiority. This 
young man is a doctor by knowledge and 
by law. His American democracy resents 
the title of “assistant.” It may do in the 
European clinics and the offices of the 
Continent. Here it would be well to abol- 
ish this application of the word and in- 
stead use the term “associate.” This 
means much to the young doctor. He is 
willing to begin at the bottom, to deny 
himself, to work hard, but as an associate 
in a place of opportunity and not with a 
title that emphasizes his inferior station. 
He is going to have enough troubles in 
practice at best. The forceful young man 
will prefer greater self-denial alone to an 
unmeant humiliation. This sore point and 
the environment it produces has pushed 
many a sensitive youngster out of an as- 
sociation. If he be worthy, trust him, 
push him, train him, and the job is glo- 
riously worth while. If he is unworthy, 
let him go. 


Every association is fraught with dan- 
ger and fragrant with a charming prom- 
ise. In time and sense we speak of. form- 
ing an association, but really we grow up 
into the relation. It is as much a relation 
of mind and spirit as of labor and finances. 
Whatever the terms, a mutual confidence, 
congeniality and respect are fundamental. 
Faith is an essential possession; faith in 
each other, in the work, in the future. 
The trend of the times is against the soli- 
tary young man in medicine. He may 
gratify his medical whims and escape all 
the worries of a broader medical life. He 
may persuade himself that the medicai 
world will soon be at his feet. It is risky 
to run counter to the mighty currents of 
progress. Two heads are better than one. 
The division of labor is bound to come 
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more and more. Wherever two or more 
are gathered together in the name of a 
patient, a medical society is in session, and 
the friction of bright minds causes the 
spark of truth to scintillate to the benefit 
of the patient and the learning of medi- 
cine. The main thing is the man. And, 
after all, and through either association or 
isolation, in the words of David Harum, 
“human nature is human nature, only 
more so.” 


THEORGANIZED OR CLOSEDSTAFF: 
ITS ADVANTAGES AND POS- 
SIBILITIES* 


By J. B. FRANKLIN, 
Superintendent, Baylor Hospital, 
Dallas, Tex. 


PRIVATE INSTITUTIONS 


This paper makes no reference to, and 
does not in any sense take into account, 
privately owned or privately operated in- 
stitutions. 


PUBLIC INSTITUTIONS 


The writer has kept constantly in mind 
free hospitals, owned and operated by the 
state, the county, or the municipality, and 
supported by public taxation; and mixed 
hospitals, receiving both free and pay pa- 
tients, operated by boards of trustees, or 
by similar authority, and maintained by 
donations, bequests, endowments, and 
earnings from pay patients. 


CAUSES AND PURPOSES 


Before we can wisely pass judgment 
upon “effects and results” we must know 
something of the “causes and purposes.” 
Abstractly, a thing may appear harm- 
ful and without merit, but when the cause 
and purpose are known our viewpoint 
changes, and with it our opinion. To il- 
lustrate, if you should walk down one of 
the streets of this city tomorrow morn- 
ing and should come upon a_ policeman 
just as he fires his pistol, killing a beau- 
tiful collie dog, the pet and constant com- 


*Read before the Southern Hospital Associa- 
tion, Auxiliary of the Southern Medical Asso- 
ciation, Hot Springs, Ark:, Nov. 14-17, 1921. 
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panion of a little boy, who was standing 
near by and weeping over the loss of his 
pet, you would in all probability imme- 
diately exclaim, “It’s a shame.” But if 
you should then learn that the dog was 
hopelessly mad, and, therefore, danger- 
ous to human life, you would change your 
opinion and praise the policeman for re- 
moving the cause before the results were 
worse. 

For the reasons mentioned above, be- 
fore we can wisely pass judgment upon 
the merits and demerits of an “organ- 
ized, closed, selected, or limited staff,” we 
must analyze and understand the cause 
and purpose leading to such a procedure. 


MEDICAL STAFF 


Of course, the medical staff is a de- 
partment of a hospital. But what is a 
hospital, and, primarily, why and for 
whom does it exist? The answer deter- 
mines your thinking and mine as regards 
the title of this paper. 


WHAT A HOSPITAL IS 


My own conception of a hospital is that, 
primarily, it is an institution for the best 
care and treatment of the medically and 
surgically sick, or “a sacred community 
trust, pledged to use its property and op- 
portunities for the prevention and cure of 
disease, and for the preservation of hu- 
man life.” In other words, hospitals are 
built, operated and maintained essentially 
for the best service to the patient. Doc- 
tors and nurses are educated fundamen- 
tally for the best good of the sick. There- 
fore, primarily, hospitals are built and 
operated, and doctors and nurses are ed- 
ucated, to help relieve, as best they can, 
human suffering. This puts before us 
clearly, I hope, the primary cause and 
purpose of hospitals. 

If the patient is the first consideration 
in the erection of hospital buildings, and 
in the education of doctors and nurses, 
should he not also be the prime considera- 
tion in the departmental organization and 
in the general operation of the hospital? 
Should his best interests not be consid- 
ered in the making of hospital rules and 
regulations, and in his care and _ treat- 
ment? Since he is the cause of the exist- 
ence of such facilities, does he not deserve 
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to have them used in the way, and by 
whom, the greatest efficiency may be ob- 
tained and the best results accomplished? 
Is not all of this logical, reasonable, and 
right? 


PROFESSIONS AND TRADES 


Fortunately, all men and women are 
not endowed with the same gifts, natal or 
cultivated ability, or even desires; nor 
are they equally educated. We must have 
our various professions and trades. All 
men and women who aspire to be physi- 
cians or surgeons do not attain the same 
degree of efficiency and do not have the 
same large vision, high ideals and lofty 
purposes. Some who are attempting the 
practice of medicine would do better work 
as carpenters, blacksmiths or other 
tradesmen. It is the business and duty 
of those charged with the responsibility 
of- managing and directing hospitals to 
know the facts concerning the members 
of the medical profession, at least in their 
respective communities, and in the inter- 
est of preserving human life, protect the 
public against incompetence as best they 
can within the hospital. Men and women 
who are able to contribute to the support 
of free work in hospitals are justified in 
withholding such support to hospitals 
which abandon their patients to the mer- 
cies of incompetent healers. 


SELECTING A DOCTOR 


Life, as a rule, is as precious to the un- 
informed as it is to the informed. It 
may be surprising to those who have not 
had occasion to investigate to learn how 
many individuals, and even families, there 
are who have no family physician, and 
who have not required the services of a 
doctor through a long period of time, and, 
therefore, if occasion demanded, would 
not know what doctor to call. And, too, 
there are others who do have their regu- 
lar family physician, in whom they have 
the utmost confidence, and would permit 
him to undertake any kind of a surgical 
operation or would permit any other doc- 
tor the family physician might recom- 
mend to perform any kind of operation. 
Such confidence is wisely bestowed if, and 
only when, the family physician knows 
his own limitations and is thoroughly con- 


scientious and honest. It is in some such 
cases that the practice of dividing fees 
has crept in. All of this is said to show 
that the hospital management has a moral 
obligation to the public to protect it 
against incompetence. 


TEACHING HOSPITALS’ REQUIREMENTS 


Based upon the foregoing statements, 
I am now ready to say that I believe the 
public health, and human life generally, 
would be best conserved if every hospital 
in the land would confine its facilities and 
privileges to a selected, limited, or picked 
group, capable’of organization, or if you 
choose to say “closed staff.” Such a group 
or staff may be, and often should be, sub- 
divided with varying privileges to the 
different members to correspond with 
their duties, experience, ability, etc. Par- 
ticularly is the subdivision idea applicable 
to that group of institutions known as 
“teaching hospitals.” In behalf of medi- 
cal education, there are certain conditions 
and requirements teaching hospitals must 
meet. For example: the Council on Med- 
ical Education requires a Class A medi- 
cal college to furnish, among other things, 
to the faculty members a minimum of 
200 hospital beds for every 100, or frac- 
tion thereof, of senior medical students; 
therefore, the teaching hospital must sup- 
ply these beds. To this extent, at least, 
a teaching hospital must limit its facili- 
ties and privileges to faculty members, a 
selected, organized group. If the teach- 
ing hospital is fortunate enough to have 
an excess of beds over this requirement, 
and the excess be properly segregated, 
such beds may be made available to a se- 
lected group of doctors, or courtesy staff, 
not connected with the medical college or 
dispensary, but who are competent in 
their respective lines. 


EDUCATIONAL FEATURES 


I here quote an editorial from the Mod- 
ern Hospital, May, 1921: 


“None will deny the need of a system of med- 
ical education. No fair-minded man will refuse 
to concede that medical students, graduate as 
well as undergraduate, are entitled to be taught 
by the ablest men that can be obtained. If the 
development of competent clinical instructors 
can best be accomplished by conferring special 
hospital privileges upon a _ relatively small 


group, such privileges should be conferred, not 
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as a favor to the group immediately benefited, 
but in the best interests of the medical profes- 
sion and of the nation. Herein lies the justifica- 
tion of the closed or organized staff. 


“Those who are honored by staff appointment 
must recognize their obligations and do their 
duty. The staff of the closed hospital must 
teach. It must teach undergraduates in hos- 
pitals which are attached to medical schools, 
teach internes in hospitals, teach non-staff phy- 
sicians everywhere. The closed or organized 
staff hospital is bound to maintain a grade of 
practice above the average, and to use its special 
opportunities and privileges in the broadest 
manner consistent with the safety of its pa- 
tients and the welfare of the community. 


“The organized staff hospital must be a re- 
search hospital as a matter of course, for it 
possesses by far the best opportunities for the 
systematic study of disease. The members of 
the staff must be chosen for their ability to 
work at the bedside or in the laboratory, indi- 
vidually and in team formation. The hospital 
staff must ceaselessly practice self-criticism. It 
must work in the open, thus unequivocally demon- 
strating its sincerity of purpose. As a matter 
of practical necessity, the bulk of the medical 
profession must be excluded from membership 
in the staff organization, but no educated med- 
ical man may properly be excluded from its 
benefits.” 


OBJECTIONS OF SOME DOCTORS 


But there is another group of men to 
be dealt with. In some communities, and 
particularly in cities, there are trained 
and competent medical men who will ob- 
ject to the organized staff for the reason 
that thereby their own privileges may be 
somewhat curtailed, or their classification 
may thereby not be quite so high as that 
of others, or some other men may thereby 
enjoy greater privileges. Such cases 
should be carefully and wisely considered 
and an honest decision made and acted 
upon. The attitude of no individual, how- 
ever, should be permitted to change the 
righteous purpose of the institution or to 
retard, in the least, the progress of its 
work. 


OPEN STAFF FOR FINANCIAL REASON 


Some hospital authorities oppose the 
organized or closed staff for the reason 
that they fear the staff may not be able 
to keep the hospital beds filled, and thus 
cause a financial loss to the institution. 
In my judgment, this is a short-sighted 
policy and a grave mistake. It would be 
better for the hospital to suffer a financial 
loss than for the patient to suffer ill-treat- 
ment and possibly lose his life. But a hos- 
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pital will not long sustain a financial loss 
under such circumstances because, with a 
competent organized staff and good ad- 
ministration, the hospital will ultimately 
acquire sufficient reputation for prevent- 
ing and curing disease and general con- 
servation of human life to keep its beds 
filled. Scientific and competent service 
has its dominant drawing points that 
count even in dollars and cents. 


STANDARDIZATION OF HOSPITALS 


Probably all of us are familiar with the 
efforts now being made by the American 
College of Surgeons to standardize hos- 
pitals. A splendid work has been done. 
The “minimum standard” for classifica- 
tion by the College is reasonable, practi- 
cal, and in thorough harmony with this 
paper. The minimum standard, however, 
is not being met by possibly a majority 
of hospitals now on the classified list: of 
the College of Surgeons. Consider for a 
moment the conditions of the minimum 
standard. 

The Standard provides: 

(1) That physicians and surgeons privileged 
to practice in the hospital be organized as a 
definite group or staff. Such organization has 
nothing to do with the question as to whether 
the hospital is “open” or “closed,” nor need it 
affect the various existing types of staff organ- 
ization. The word staff is here defined as the 
group of doctors who practice in the hospital, 
inclusive of all groups, such as the “regular 
staff,” the “visiting staff,’ and the “associate 
staff.” 

(2) That membership upon the staff be re- 
stricted to physicians and surgeons who are (a) 
competent in their respective fields and (b) 
worthy in character and in matters of profes- 
sional ethics; that in this latter connection the 
practice of the division of fees, under any guise 
whatever, be prohibited. 

(3) That the staff initiate and, with the ap- 
proval of the governing board of the hospital, 
adopt rules, regulations and policies governing 
the professional work of the hospital; that these 
rules, regulations and policies specifically pro- 
vide: 

(a) That staff meetings be held at least once 
each month. (In large hospitals the depart- 
ments may choose to meet separately.) 

(b) That the staff review and analyze at reg- 
ular intervals the clinical experience of the 
staff in the various departments of the hospital, 
such as medicine, surgery and obstetrics; the 
clinical records of patients, free and pay, to be 
the basis for such review and analyses. 

(4) That .accurate and complete case records 
be written for all patients and filed in the hos- 
pital, a complete case record being one, except 
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in an emergency, which includes the personal 


history; the physical examination, with clinical, . 


pathological and x-ray findings when indicated; 
the working diagnosis; the treatment, medical 
and surgical; the medical progress; the condi- 
tion on discharge with final diagnosis; and, in 
case of death, the autopsy findings when avail- 


able. 
(5) That clinical laboratory facilities be 


available for the study, diagnosis and treatment 
of patients, these facilities to include at least 
chemical, bacteriological, serological, histological, 
radiographic and fluoroscopic service in charge 
of trained technicians. 

The first condition is “that physicians 
and surgeons privileged to practice be or- 
ganized, etc.” This definitely implies a 
selected or limited group, and that there 
are those not privileged to practice in the 
said hospital, and further that organiza- 
tion is essential. An incoherent and indefi- 
nite number of fundamentally unsympa- 
thetic men and women cannot be organ- 
ized. 


Condition number two says 


“that membership upon the staff be restricted to 
physicians and surgeons who are (a) competent 
in their respective lines, and (b) worthy in char- 
acter and in matters of professional ethics.” 

This wording does not simply imply, 
but definitely states that staff member- 
ship must be restricted. A_ restricted 
membership makes a “closed staff.” <A 
privileged and restricted, competent and 
ethical group alone can be organized. 

The other conditions provide for regu- 
lar staff organization, staff meetings, 
rules, etc.; for full and complete case rec- 
ords, including history, physical, labora- 
tory and x-ray findings, etc., which are 
very essential, and practicable only in an 
organized or closed staff. 

The aim for all of this is to do away 
with careless diagnoses and medical treat- 
ments, to prevent unnecessary surgical 
operations, to prevent onverations being 
undertaken by unskilled surgeons, to pre- 
vent avoidable mistakes from happening 
the second time. In short, to create and 
protect the right to be well for every man, 
woman and child to the limit of the high- 
est medical and surgical skill. When the 
members of such a hospital staff, as the 
minimum standard contemplates, cooper- 
ate in dead earnest, they are sure to ren- 
der competent service to all the patients 
in the hospital, and in so doing, they 
create public confidence, and public good 
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will, and these are bound to beget finan- 
cial returns. 


No hospital throwing wide-open its 
doors, inviting alike all doctors of all 
schools who hold a license to practice to 
partake of its privileges, can possibly meet 
the minimum standard, or can ever hope 
to be practically more than a mere board- 
ing house for the sick, or can maintain 
standards sufficiently high to command 
even its own self-respect, or the whole- 
some respect of the communities in which 
it is placed. Without limitations, organi- 
zation, system, rules, etc., a hospital can 
not do effective work. It is in such wide- 
open hospitals that the “blacksmith” type 
of surgeon butchers and kills his patient, 
and in some the pernicious practice of 
dividing fees thrives. In the organized 
staff, every member must sign a pledge 
definitely agreeing not to split fees. 


The organized, or closed staff, is not in 
any way detrimental to the honest and 
conscientious general practitioner, who is 
so necessary, and whom we all love. To 
the contrary, it is for his and his patient’s 
good. It simply provides for him a safe 
and scientific place where he may take his 
patient, when the patient has a condition 
he cannot control in the home. It gives 
him an affiliation or alignment with a 
group of scientific men whose ability is 
recognized and whose ethical standing is 
above reproach. It gives him an oppor- 
tunity to “brush-up” on methods and 
ideas, by observation and consultation 
with men who are required to keep up with 
the latest and best in the profession. The 
organized or closed staff takes nothing of 
value from the general practitioner, but 
gives him an opportunity to serve better 
his clients, to add to his own personal ef- 
ficiency and thereby increase his commu-. 
nity reputation, his finances and the meas- 
ure of his professional success. 


Here I quote again from the Modern 
Hospital, May, 1921. 


“The hospital staff must be prepared, at all 
times, to assist the general practitioner in diag- 
nosis and treatment. The general practitioner 
should be invited to witness the treatment of his 
patients in its wards and operating rooms. Both 
clinical and pathological conferences should be 
thrown open to him. Courses of lectures and 


demonstrations should be instituted for his ben- 
In brief, the staff hospital is charged with 


efit. 
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the duty of maintaining contact with the general 
practitioner and of keeping him constantly aware 
of and interested in its work and progress, and 
this is perhaps the only way in which the ex- 
cluded general practitioner can be effectually and 
permanently separated from his present unholy 
and damaging alliance with the enemies of scien- 
tific medicine. 

“The staff hospital can best serve the practi- 
tioner, not by abandoning its exclusive form of 
organization, for this is indispensable to the 
maintenance of proper clinical standards in re- 
search, in teaching, and in medical progress gen- 
erally, but by making its organization function 
with maximum efficiency. By doing its full duty, 
the staff hospital may avert a public calamity and 
a national disgrace.” 


RIGHTS OF THE PUBLIC 


The organized or closed staff is not in- 
imical to the rights of the public. What 
rights have the public? The public has a 
right to expect a good hospital bed for 
every sick man, woman, and child in the 
community, and the public has a right to 
expect good medical or surgical, and nurs- 
ing care. Here the rights for the public 
cease, and the rights for the hospital be-° 
gin. The responsibility of furnishing a 
good bed with competent service rests 
upon the hospital, and the hospital must 
perform this duty in its own conscientious 
way. Individuals may prefer, or desire, a 
doctor who is not on the staff, but such pa- 
tients have no right to demand that doc- 
tor, who may perchance be a homeopath, 
osteopath, eclectic, chiropractor, or any 
other school or cult. How can such a mix- 
ture as this organize, systematize, har- 
monize and cooperate? If the hospital 
management has a right to eliminate one 
legal school, it has the right to eliminate 
all but one, and if it has this right, it also 
has the same right to eliminate all the 
“undesirables,” for whatever reason, of 
that school. Certainly good service can 
be rendered day in and day out, year in 
and year out, only by such systematic or- 
ganization and persistent cooperation as 
is actually practicable. 

The hospital must select doctors who 
are competent, who are in sympathy with 
its organization and purpose, who know 
how to harmonize and cooperate, and who 
have work enough to justify a connection. 
Surely, if there is a thoroughly competent 
and desirable doctor in a hospital com- 
munity, the hospital will have that doctor 
on its staff, unless there is some good rea- 
son for not having him, either from the 
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hospital’s side or from the doctor’s side. 
This would be true from a selfish finan- 
cial standpoint, if not otherwise. It is the 
doctor who has a patient in the hospital, 
but infrequently, who creates serious fric- 
tion, due to his unavoidable ignorance of 
routines and customs, and who causes 
trouble because of his lack of sympathy 
with the purposes of the institution. 
Therefore, a distinction must be drawn 
between the rights of the public and the 
rights of the hospital. Certainly the wise 
hospital superintendent will do all he can 
to meet all the desires of the public, con- 
sistent with that public’s real welfare. 


THE GREAT MIDDLE CLASS 


It has been said often that only the rich 
and free patients get the best service a 
hospital is capable of rendering. The for- 
mer can pay for everything wanted, in- 
cluding x-ray and radium treatments, spe- 
cial laboratory work, consultation, etc.; 
and the latter get all such service free. 
The great middle class, largely the salaried 
class, do not want charity, but cannot pay 
large or even customary fees for the va- 
rious services needed, and particularly ex- 
pensive consultations. This condition can 
be overcome largely by group practition- 
ers, but all staff members may not believe 
in, or find it advantageous or possible to 
enter such a group. This group forma- 
tion will be referred to again later in this 
paper. 

The great middle class must be given 
the proper consideration. I believe such 
people are entitled to the best service the 
hospital can render, at a reasonable cost. 
Here is where the organized staff is best 
calculated to function. efficiently. 


I believe that there may be and should 
be such a spirit of loyalty and cooperation 
between staff members as to make it a 
practice, and even a rule, that one staff 
man may call in consultation any other, at 
a very nominal cost, if not altogether on 
the basis of pure reciprocity. In other 
words, there may be and should be, staff 
cooperation and reciprocity to the end, 
and to the extent that every patient, pau- 
per, middle class or rich, may and shall 
have, the largest benefits of group opinion 
and service, at a moderate or proportion- 


ate cost. 
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PRIVILEGES AND TRAINING OF JUNIOR 
SURGEONS 


In surgery as in all other lines of human 
endeavor, experience is paramount. On 
every organized hospital staff, there should 
be some bright and well-trained young 
men who aspire to become competent sur- 
geons. Such men, however, are naturally 
lacking in the proper amount of experi- 
ence. Major surgery is not a thing to be 
trifled with. It should not be undertaken 
indiscriminately. Many ambitious young 
men, because of inexperience,. will often 
operate upon cases that the older men re- 
fuse to operate upon and frequently with 
disastrous results. My thought is that 
junior surgeons should be permitted to do 
minor work unassisted by senior surgeons, 
but that they should not be permitted to 
perform major operations without the as- 
sistance of senior men, until such time as 
the senior surgeons on the staff can con- 
scientiously recommend them for such 
privileges. This should apply both to pri- 
vate cases and to free cases coming 
through the dispensary. This means a 
protection to human life, and a sane and 
safe education to the junior surgeons. The 
ways and means of working this out prob- 
ably can be better solved in each instance 
by the local staff. 


GROUP ORGANIZATION AND PRACTICE 


Group practice of medicine has many 
advantages, but in the organized staff, it 
also has its disadvantages. A staff mem- 
ber who is not associated with a group, 
and also his patients, find the group idea 
not always satisfactory. Such a staff 
member is limited in his consultants, and 
in those to whom he may refer cases that 
are not in his special line. If he calls in 
consultation a member of a group, or firm, 
there is a strong probability that he may 
lose his patient in favor of the group or 
firm, for subsequent practice. If he is an 
internist and has a patient with a surgical 
condition, and he refers the patient to a 
surgeon connected with a group also hav- 
ing an internist as a member, he is liable 
to lose the patient and his family as clients. 
This is not meant as an insinuation, or to 
cast reflection in any way, but as a state- 
ment of a natural and logical consequence. 

An.organized group, within the staff, 
will usually have one or more young men 
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attached in some way, who are seeking 
experience, and for whom experience is 
being sought by the group. And such doc- 
tor or doctors may often interfere with 
the duties and privileges, and thus the 
training, of internes. Particularly is this 
true in surgical operations. The operator 
will want his young assistants to help him, 
and this naturally deprives the interne of 
experience he is entitled to receive. 

These comments are not made to con- 
demn group practice, but to point out 
some possible difficulties, with the hope 
that they may be overcome. The ideal but 
perhaps impractical, solution would be to 
make the group all inclusive, that is to say 
identical with the staff itself, and thus 
have no interior groups or cliques within 
the staff. 


ANESTHETICS 

’ The question of anesthesia is important, 
and is quite a live one in some places. The 
patient is entitled to a proper anesthetic, 
and if it is charged for, the price should 
be reasonable. The surgeon is entitled to 
have a competent anesthetist on hand to 
take care of his patient when he is ready 
to operate. I conceive it to be the duty 
of the hospital to serve satisfactorily both 
the patient and the surgeon, but always to 
be in close cooperation with the surgeon. 
To this end therefore, there should be a 
regularly appointed and organized anes- 
thetic staff, with a competent head, who 
shall have such assistants as may be 
needed to take adequate care of the local 
requirements, all working under rules and 
regulations to be formulated to suit the 
particular situation. The result will be 
team work between operator and anesthe- 
tist, better service to the patient, and in 
pay cases, a reasonable and uniform 
charge. 


NURSING SERVICE 


Already, it is universally conceded that 
the hospital must organize, direct and 
control its nursing service, graduate and 
under-graduate. The indisputable neces- 
sity for this was recognized some time ago. 


SUMMARY OF RESULTS 
And finally, all of this regulation and 
control makes for the widest latitude in 


studying and preventing disease; for the 
most effective means of combating dis- 
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ease; for the best service in every way for 
the patient; for the most effective train- 
ing of internes and nurses; for the great- 
est conservation of human life; and for 
the making of the most inviting and de- 
sirable atmosphere in which the partici- 
pants may work. 


THE ADVANTAGES AND DISADVAN- 
TAGES OF GROUP PRACTICE 


THE RELATION OF A GROUP TO A 
PUBLIC HOSPITAL 


IS IT ESSENTIAL FOR A GROUP TO 
CONTROL ITS HOSPITAL?* 


General discussion of the above sub- 
jects here follows: 


Dr. Stuart McGuire, Richmond, Va.—I do not 
know whether I have a group or not. I have my 
assistants on salaries, and pay my consultants a 
fee. I render my patients a bill for the whole 
amouné and settle afterward with the consultants. 


Dr. A. L. Blesh, Oklahoma City, Okla.—My ex- 
perience with group practice leads me to believe 
that such groups must grow, recruiting young 
men from time to time as the need for additional 
help appears. It can not be hastily thrown to- 
gether from men engaged in active practice each 
having developed independently without having 
cultivated the cooperating spirit. I do not think 
it can be successfully organized on democratic 
principles. It must have a commanding officer. 
My experience leads me to believe that it must 
be organized as a business, with a capitalization 
based upon the total income. Upon this income 
salaries should be based. These should be rated 
so that at the end of the year there will be a 


surplus. 


In order to do its best work, a group should own 
and operate its own hospital. This is but the en- 
largement of the private hospital idea. I am 
aware of the fact that the present trend is away 
from privately owned toward publicly owned or 
church owned and managed —— I feel 
sure that the American College of Surgeons in its 
classification is striking hard at the small hos- 
pital. But small hospitals like large hospitals are 
both good and bad. The size of the institution does 
not fashion its qualities. Unfortunately, public 
owned institutions are only too often honey- 
combed with politics. Also, unfortunately very 
often the church owned institutions are very good 
hospitals but loose staffed. Church politics also 
enter here, in that the staff is frequently selected 
from good members of the died. rather than 
from the merits of the individual. But to my 
mind the fatal difficulty in staff organizations in 
so many of these institutions lies in the fact that 
each staff member is conducting his own practice 


*General Discussion, Southern Hospital Asso- 
ciation, Auxiliary of the Southern Medical Asso- 
ciation, Hot Springs, Ark., Nov. 14-17, 1921. 


GROUP PRACTICE 421 


largely for his own benefit independent of his 
fellow staff members, and team work is therefore 
very difficult to secure. There is no commanding 
officer as a rule worthy of the name. 

In a large and very good church institution 
which I now have in mind, the chief of staff is 
absolutely unable to command any part of the 
situation, while the institution itself plays around 
one member of the staff who is a member of that 
particular church. These of course are all de- 
fects which in time may be ironed out. But I 
fear that good time will be a long time coming 
while human nature remains as it is. 

The trend of the state and church hospital is 
toward nationalization of the profession, and 
the question is: Are we ready for that,.or do we 
desire it? Until that time comes, at least, there 
will be a large field for the private and especially 
for the group owned and operated hospitals. 

I believe greater efficiency is secured in the 
latter than in the former. I also believe that 
there will be a closer staff cooperation in the 
group owned and operated hospitals which will 
be a benefit to the patient. I am not at all in 
sympathy with the statement made by Dr. Cabot 
recently in Kansas City, in which statement he 
branded the small hospital. The argument used 
by him to condemn this can be used equally well 
for very many of the large hospitals. It has 
been my custom to visit all the larger institutions 
in this country and abroad and to visit the 
smaller hospitals as well. I have seen as good 
work in the latter as in the former and as bad 
work in the one as in the other. 

Hospitals should be run upon business princi- 
ples and the charity work done should be budgeted 
exactly as the other work. There are no looser 
finances than are practiced in most of our large 
hospitals. I am sure a group of men with a good 
business manager could take these finances and 
—- far more than is done by most of the 
large hospitals, with which I am acquainted. 

It should go without saying, that a group must 
be composed of all the medical specialties. 


Dr. J. A. Stucky, Lexington, Ky.—Not only has 
group medicine been a personal help to me, sav- 
Ing my time and the time of my patient, and the 
expense for the patient, but the most encouraging 
and stimulating feature has been my observation 
of the close association of this body of men with 
the younger members of the group. It is a stimu- 
lation and inspiration to pass the progressive and 
aggressive younger members in the halls of the 
building and have them refer to the cases we 
have seen jointly in the past two or three days. 
In this way I am kept in touch with the larger 
field of medicine, being aided by the different spe- 
cialists of the laboratory, neurology, sadaneaic, 
etc., and do not feel isolated, even by the large- 
ness of my own special field of work. Undoubt- 
edly it would be better and more satisfactory in 
every way if each group could control its own 
hospital. In this way the standard of the hos- 
pital and the keeping up-to-date of each member 
of the group or faculty would be satisfactorily 
accomplished, but the standardization of hospitals 
is hardest on the small hospitals. 


Dr. Arthur W. Ralls, Gadsden, Ala~—We have 
a fifty-bed hospital, which in sixteen years has 
grown from twelve beds. Seven men draw sala- 
ries from this institution, but the institution is 
privately owned and is not a stock company. The 
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institution did not begin with the idea of devel- 
oping a group, and in fact we do not call our- 
selves a group; but increased work from time to 
time demanded that we increase our medical 
force. 

Our different men have been trained in par- 
ticular branches, and they are responsible for the 
maintenance of these branches. 

The returned soldiers from the World War who 
have had the advantages of group work in the 
Army, will never again be satisfied with the one 
man idea in medicine. This principle was drilled 
into them by actual practice, and they will dis- 
seminate this idea to their families at home. 

For a man to succeed at the head of a group, 
he must be thoroughly honest with the associated 
doctors and his patients, and he must be a man 
of professional merit, and maintain the respect 
of his co-workers. The most important principle 
in the developing of young men in a group is that 
remuneration must be ample for their welfare, 
and material progress, and the young man must 
be allowed to develop himself and not be made to 
lose his professional or natural identity. In other 
words, if a young man can feel that he has an 
individuality, and that he is an important factor 
in the group work, and if he is given proper 
credit for his labors, then he has an incentive for 
good work, and is not easily dissatisfied. 


Dr. E. A. Stevens, Mayfield, Ky.—In consid- 
ering group practice the satisfaction that the 
doctor gets from the work counts for something. 
It is the only way that most cities with a popu- 
lation of five or six thousand can get a well 
equipped hospital. The people in the city of this 
size must usually be transported many miles to 
secure hospital service, and in many acute cases 
the time required for this makes the difference 
between success and failure. 

Even if there should be some kind of a hospital 
in a city of this size, the equipment is usually 
-inadequate, and the man-power insufficient. 

The best arrangement for group practice in a 
small city is the association of two or more el- 
derly men who have the money to build and equip 
a hospital, and enough competent and ambitious 
young men who are anxious to put their ability, 
industry and enthusiasm against the financial 
outlay of the older men. 

It is well that the older men should not be too 
anxious to make money, as it may be necessary 
for some sacrifices to be made at least for a time. 
A full-grown business seldom springs up over 
night. It is also well if at least a part of the 
group should have an established practice to sus- 
tain the enterprise during its development. 

There are some disadvantages in group prac- 
tice, but taking it all in all, a group can do far 
better for the worst patients than the single 
doctor can do, and most people must depend upon 
the local profession for the aid they get. From 
the doctor’s side it is his only chance for first 
class equipment in his work. Medical knowledge 
that cannot be applied is of no real value. The 
greatest danger is that the hospital will not be 
well equipped, and if it is not, just to that ex- 
tent the effort is a failure. 


Dr. E. B. Bradley, Lexington, Ky.—The Lex- 
ington Clinic was formed by nine men going into 
partnership, seven of whom had been in the 
Army; building a special building and partici- 
pating in the expense on the ratio of their for- 
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mer earnings. Now all are on salary and the 
excess profit is shared equally. Salaries are re- 
duced 5% each year. They do not own their own 
hospital, but use the two local institutions. Most 
of the work is that referred from out of town. 

Dr. George Dock, St. Louis, Mo.—General hos- 
pitals can not make money and even special ones 
can do so only with the most perfect economy of 
administration. I have always thought it un- 
fortunate that the word group came into use 
rather than team. An essential matter in all 
such cases is to have thoroughly coordinated work 
such as we associate with a team. In groups it 
too often happens that the patient has a large 
number of examinations, but no one rounds up 
the complete diagnosis and no one is responsible 
for the complete care of the patient. Such 
groups are likely to fail. Team work, or coordi- 
nation, is by no means natural in most. people. 
We see this in all kinds of games and Mr. Graham 
Wallas has shown very strikingly how the ab- 
sence of team work kept back the winning of the 
war and added greatly to the cost in lives and 
goods. 

For many years I have been working in a team 
in a hospital. We try to cultivate the team spirit 
so that men who go out can take their part in 
what I think to be a very essential feature in 
future practice. Thus, a fourth year student, 
who is assigned to every patient, acts as general 
practitioner in charge of the case. He is en- 
couraged to get all of the assistance he can from 
the house staff, who correspond to the neighbor- 
ing consultant; also to see that all consultations 
with specialists that may be useful are held, and 
not merely to send the patients to specialists and 
read the reports, but to be present at the exami- 
nations, write notes at the dictation of the spe- 
cialists, ask questions and then see that the di- 
rections are followed. In regard to fees, we find 
the matter in a most unsatisfactory condition. 
Many patients are referred to us by physicians, 
but some patients have an idea that because the 
staff does not profit personally from the fees, no 
fees are to be paid. Even with printed state- 
ments in the hands of the patients and verbal 
statements on admission many of them object to 
paying their professional bills. Also the rational 
fixing of a bill for complete examination is by no 
means settled and needs very thorough discus- 
sion. 

In regard to the closed staff, one must distin- 
guish between hospitals and what might be called, 
as in England, nursing homes. The true hospital 
must have not only a closed staff, but a coordi- 
nated, cooperating staff. There is a need for 
hospitals for patients who do not need this sort 
of service and this difference, I think, should be 
more thoroughly considered than it has been in 
the standardization of hospitals. By setting the 
same standard for a special hospital, which may 
be satisfactorily run by a small team, we run the 
risk of lowering the standard of a good many 
other more important institutions. 

Dr. H. H. Trout, Roanoke, Va.—One of the 
most important interests of the group is a good 
business manager who will make investigations 
into the financial standing of patients so that 
charges may be made accordingly. Weekly staff 
meetings and a journal club are advocated. The 
business manager has a weekly conference with 
members of the staff. 


‘ 
. 


Vol. XV No. 5 


Southern Medical Journal 


JOURNAL OF THE 
SOUTHERN MEDICAL ASSOCIATION 


Published monthly by the Southern Medical Associa- 
tion, Empire Building, Birmingham, Alabama. An- 
nual subscription $3.00. Single copies 25c each. 

Entered as second-class matter at the Postoffice at 
Birmingham, Alabama, under Act of March 4, 1879 
Acceptance for mailing at special rate of postage 
provided for in Section 1108, Act of October 8, 1917 
authorized December 20, 1921. 


DR. M. Y. DABNEY, Editor 
Cc. P. LORANZ, Secretary-Manager 


Vol. XV MAY 1922 No. 5 


FDITORIAL DEPARTMENT 


SOUTHERN MEDICAL ASSOCIATION 


Sixteenth Annual Meeting, Chattanooga, Tennessee, 
November 13-16, 1922 


MALARIA AND THE SOUTH 

On one of his adventurous journeys 
Sinbad the Sailor encountered the Old 
Man of the Sea and complained bitterly 
at having to carry him on his back. 
The old fellow proved an irksome load 
to tote around and made a_ nuisance 
of himself in many ways. He spoiled 
Sinbad’s comfort completely; and had 
Sinbad been inclined to follow any 
useful occupation (which the _ story 
does not indicate) no doubt his efficiency 
would have been rated much below nor- 
mal by the experts of that day and time. 
Like Sinbad, the South has carried not 
one but two enormous burdens year after 
year, malaria and yellow fever — Pelion 
piled on Ossa—shaking and sweating un- 
der this weary load with every step taken 
toward agricultural development and eco- 
nomic prosperity. 

A few years ago the burden of yellow 
fever was thrown off and the Southern 
cities which had been periodically af- 
flicted arose, shook themselves in their 
might and began an era of unprecedented 
growth and business prosperity. Unfor- 
tunately the same relief has not yet been 
obtained in rural communities from the 
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malaria burden. The stegomyia mosquito 
being city-bred is more easily controlled 
than his country cousin, anopheles. We 
who know the South know that a signifi- 
cant and widespread amelioration of ma- 
laria conditions has taken place within 
the past few decades. We have nothing 
like the amount of malaria in the South 
now that we had twenty-five years ago. 
Going back fifty years, malaria was com- 
mon north of the Ohio River. Now mala- 
ria has practically disappeared from the 
Ohio and the northern Mississippi Val- 
leys. But the South still has too much ma- 
laria, and the South remains condemned 
in the eyes of the world as a hot-bed of 
this disease. Confronted as it is with 
these conditions, the South must do two 
things: first, wage a properly planned 
and long-continued fight against malaria 
until it has become a negligible factor in 
the health and welfare of every citizen; 
second, let the outside world know how 
the battle goes as malaria is controlled in 
one community after another, in order 
that we may not be forever judged by 
standards of fifty years ago. 


The final eradication or control of ma- 
laria in the South is no small undertak- 
ing, and it were better that we realized 
this in the very beginning. There will be 
work enough for every one who loves the 
South, and glory enough for all when the 
fight is finally won, as it must and will be. 
The state and local health authorities must 
lead the battle array against malaria. 
They have already outlined their program 
of warfare and assisted by the U. S. Pub- 
lic Health Service and the International 
Health Board have created a board of 
strategy consisting of medical officers 
and sanitary engineers experienced in 
malaria control. But the fight against 
malaria in the South can not be won by a 
few experts and trained sanitarians alone. 
Every one who lives in the South and 
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every one who has business interests in 
the South must be enlisted in the cause. 
The people of the South must be educated 
in malaria, how it is transmitted and how 
it may be prevented, particularly those 
who have the least general education and 
least of this world’s goods, because they 
are the very ones who are most sorely 
scourged. Malaria must be taught in the 
public schools, first in the country schools, 
both white and colored. Every practicing 
physician must be impressed with the im- 
portance of the after-treatment of mala- 
ria. He must be brought to see that his 
patient is not cured in three or four days 
although the chills and fever are broken, 
and that adequate quinin dosage should 
be continued for weeks or even months, 
both as a protection to the patient and to 
the public at large. The business men of 
the South must be shown the difference 
in output of malaria-infected and malaria- 
free employees, and how they may reason- 
ably control malaria in and around their 
industrial plants. The economic impor- 
tance of malaria must be preached before 
civic organizations, chambers of com- 
merce, luncheon clubs, and similar groups 
of laymen. The people must be made to 
realize that the wealth of the South de- 
pends upon the health of its rural commu- 
nities, and that with very few exceptions, 
the business prosperity of every Southern 
city is derived from agriculture. The so- 
cial welfare worker and the moral up- 
lifter must be interested in malaria con- 
trol. How can we have red-blooded Amer- 
ican citizens whose red cells are filled with 
malaria plasmodia? 


Adhering to a definite and practical 
program with unity of purpose backed by 
popular demand, the South will do much 
toward malaria control within the next 
ten years. No outside agency, federal or 
private, can do this thing for us without 
our cooperation. 


May 1922 


RESULTS IN THE TREATMENT OF 
MALARIA 


A series of observations on the quinin 
treatment of malaria by Acton, Rennie 
and others, at Dagshai, India, during 
1919, 1920 and 1921, is reported in six 
papers in the Indian Journal of Medical 
Research* (Calcutta) for 1921. 


To one who has waded through the va- 
rious British reports, official and other- 
wise, of the results of different methods 
of treatment for the cure of malarial in- 
fection during the war, these papers, even 
if one does not accept all of their conclu- 
sions, are a relief. They have something 
definite to offer based upon definite data. 


Dagshai is one of the “Hill Stations” 
of India. Anopheles are absent and it is 
free from indigenous malaria. There is, 
then, no reinfection of the patients. The 
men observed in the reports were pa- 
tients, convalescent from malaria—many 
of them relapsing cases—sent up to Dag- 
shai from the plains. Coming from mili- 
tary hospitals, each one brought his his- 
tory sheet, giving, among other things, 
the species of parasite found in that hos- 
pital. All diagnoses had been made from 
blood examinations and all men had re- 
ceived quinin treatment before arrival at 
Dagshai. 


The men on arrival were, as a rule, 
without fever. A blood examination was 
made of each on entrance and if it was 
negative he was placed under observa- 
tion and was only given an iron tonic. 
This examination was repeated twice each 
week for eight weeks. If there was 


neither febrile nor parasitic relapse in~ 


that time and his physical condition was 
good, he was returned to duty as cured. 
If parasites were found, the species was 
noted and the patient placed under treat- 


*Indian Journal of Medical Research, April, 
1921, pp. 750, 774, 787 and 853. 
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ment. Eight weeks’ freedom from fever 
and from parasites after quinin had been 
stopped was required for a return to duty 
as cured. 

RELAPSES BY SPECIES OF PARASITE 


Eight hundred and fifty-three men re- 
ceived, from a district in which tertian 
and aestivo-autumnal fevers were about 
evenly divided, placed under observation 
and only on iron tonic, gave: 

(1) 444 relapses, tertian parasites; 

4 relapses, mixed tertian and aestivo-au- 
tumnal; 

9 relapses, aestivo-autumnal; and 

396 no relapse in 8 weeks—“cured.” 
(2) 164 men of Duke of Wellington’s Regiment, 
as above; 

96 relapses, tertian; 

0 relapse, aestivo-autumnal. 

(3) 183 men, as above: 

73 relapses, tertian, all placed upon quinin, 
but gave other relapses; 

5 relapses, aestivo-autumnal—only cres- 
cents found. Three recovered without 
quinin, and 2 received quinin by mis- 
take. No relapses. 

(4) 102 men, convalescent tertian malaria (from 
the history sheet). 
102 men, convalescent aestivo-autumnal ma- 
laria (history sheet). 
76 relapses in the first lot, all tertian; 
46 relapses in the second lot, all tertian; 


and 
0 relapses of aestivo-autumnal. 


There are other records, but these are 
sufficient to show the much greater oc- 
currence of tertian in relapses. 

It is upon data like the above that the 
doctrine of the mutation of species of 
malaria parasites has been based, a doc- 
trine generally discredited, but which is 
held by some eminent men such as Lave- 
ran, Plehn, Seyforth and others. Our au- 
thors under consideration, however, re- 
ject this hypothesis, giving reasons for 
their stand, and accept in its stead that 
infections with the aestivo-autumnal par- 
asites are much more vulnerable to quinin 
than those with tertian. They quote the 
well known findings of Ramsden, Lufkin, 
etc., on the fixation of quinin by the liver, 
brain and other solid tissues, from which 
it would be in stronger solution in the 
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portal circulation than in the blood in 
any other part of the body; and also the 
old finding of David Thompson showing 
the “clumping” of aestivo-autumnal schi- 
zonts in the portal circulation, while the 
schizogony of the tertian parasites occurs 
to a much greater proportion in the gen- 
eral circulation. Obviously, then, a much 
larger proportion of sporulating aestivo- 
autumnal parasites are exposed to a high 
concentration of quinin (in the portal 
blood) than of the tertian parasites in 
the same (the most vulnerable) stage. In 
its essence, then, the former are much 
more accessible to quinin than the latter. 

A few of their conclusions are given 
below for the cure of malarial infection. 
They show that 

(1) Of the various methods of quinin 
administration the oral is the most prac- 
tical for routine use and gives as good 
results as any of the others. 

(2) The continuous oral administra- 
tion is better than the intermittent. 

(3) In malignant tertian infections, 
with a month’s course of quinin treat- 
ment, a cure rate of over 90 per cent is 
obtained when the patient is removed 
from the chance of reinfection. 

(4) In benign tertian infections, with 
every two months’ course of quinin treat- 
ment, about 25 to 30 per cent of the cases 
are cured whether by a single or repeated 
course. They have observed this effect 
with five consecutive courses. 

(5) The high cure rate in malignant 
tertian infections—i. e., 90 per cent—is 
dependent upon the high destructive rate 
of quinin on the young asexual parasite 
coupled with the easy accessibility of this 
drug to the bulk of the parasites while 
sporulating in the portal area. A cure is 
assured, provided the treatment is carried 
over eight to ten cycles (21 to 30 days). 

(6) The low cure rate in benign ter- 
tian infections—i. e., 25 to 30 per cent— 
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is dependent not upon the low destructive 
rate of quinin on the asexual parasites, 
but upon the fact that schizogony occurs 
throughout the body and is not specially 
restricted to the portal area. Quinin, 
therefore, does not gain easy access to 
these young forms, and the cure or com- 
plete destruction is dependent upon pure 
chance. 

The treatment referred to was usually, 
not always, 30 grains of quinin in solu- 
tion per day by the mouth. A larger 
dose, frequently given, was in general not 
more efficient. 

Apropos of the tertian parasite’s escap- 
ing destruction, and thus causing relapse 
on account of not being accessible to 
quinin in sufficient concentration, the 
same position—that relapse after quinin 
treatment is due to parasites inaccessible 
to quinin rather than to their being 
“quinin-fast”’—was takenby Dr. Henry 
R. Carter, Assistant Surgeon-General, U. 
S. Public Health Service, in a memoran- 
dum* published in the JOURNAL in May, 
1914, using practically the same argu- 
ments as Acton and Rennie, except, of 
course, those based upon the observations 
of Ramsden, which had not then been 
made. In all fairness and in the most 
friendly spirit we would call attention to 
the priority of the views of Dr. Carter as 
published in the SOUTHERN MEDICAL JoUR- 
NAL eight years ago. 


MORE ABOUT GROUP MEDICINE 


Growth is Nature’s method of progress. 
First the leaf, then the corn, next the 
full ear in the sheath, is the order of life 
and of medicine. As children we were 
taught on the basis of the old classical 
education that there are four learned pro- 


*Carter, H. R.: “Quinin-Fast Malarial Para- 
sites: A Memorandum.” Southern Medical Jour- 
nal, Vol. Vil, No. 5, 1914, pp. 369-370. 
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fessions whose followers were the lawyer, 
the teacher, the physician and the minis- 
ter. These fundamental professions are 
rooted in the needs, the customs, the du- 
ties and the laws of all civilized peoples 
in the Pagan and Christian eras. Changes 
in the organization and relation of any 
of these professions are entered into 
slowly and with reluctance, and are per- 
mitted only after struggle with custom 
and the ceaseless demands of the actua! 
needs of the common people. 

In some such condition is the medicine 
of today. It is continually being up- 
rooted from within by new discoveries in 
chemistry, physiology, bacteriology and 
pathology that in turn upheave_ thera- 
peutic methods and technic. The output 
of instruments of precision continues as a 
result. The electrocardiograph, the in- 
strument for the medsurement of basal 
metabolism, and the spirometer in heart 
disease, are a few comparatively recent 
developments that have become necessi- 
ties in medical centers. This is a medical 
age. The people themselves know the dif- 
ference between superficial medicine and 
scientific medicine. No one man can any 
longer know very much medicine because 
there is so much medicine to know. 

The base hospital in the World War 
comprised not only a group of specialists 
that functioned admirably, but it was the 
best illustration of the group idea over 
the widest area that the world has ever 
known. It was the Mayo Clinic idea in 
the Army, quickly assembled and made to 
function under military authority. The 
development of medicine, many fields of 
specialty, many specialists, new instru- 
ments of precision, the limitations of 
knowledge in the medical individual as 
contrasted with the breadth of medical 
knowledge, the efficiency of the base hos- 
pital idea, the demands of the people for 
concentrated scientific service—all these 
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tend to explain the increasing hold of the 
group idea and the increasing number of 
groups that are formed. The fundamental 
profession of medicine is gradually chang- 
ing and the individual is going into as- 
sociations called groups for the private 
practice of clinical medicine in all the 
specialties. 

Groups vary in formation, size and re- 
lations. A group may be close or loose. 
By the former is meant a close financial 
relation as in a firm or corporation. By 
the latter that a few have a financial ar- 
rangement of this kind, and the referred 
work passes to others not dependent upon 
the primary group. For example, a small 
group may lack a dentist, and what dental 
work there is may be referred to one or 
more dentists, who look to the patient di- 
rectly for recompense. Groups vary in 
size from a small group of two men with 
their assistants, clerks, etc., to the larger 
group of ten to two hundred doctors 
handling from a few to a few hundred pa- 
tients daily. Groups may be complete or 
incomplete; complete in the sense that 
they include all specialties, and incom- 
plete in the sense that only medicine and 
diagnosis is included and all surgical cases 
are referred, or that only surgical diag- 
nosis and operations are considered and 
all medical cases are referred. A _ spe- 
cialty group may be organized as an or- 
thopedic clinic or an ear, nose and throat 
clinic. 

One can neither understand a group nor 
explain a group unless one has lived in a 
group. It is a professional marriage of 
association, service and profits in the 
largest sense. It has advantages and dis- 
advantages, dangers and conveniences, 
pitfalls and triumphs. It is exceedingly 
difficult in the larger cities. It is difficult 
if not impossible in locations where cer- 
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tain members have medical school posi- 
tions and others have not. It is difficult 
if the group neither owns nor controls its 
hospital. It is doomed to failure in any 
individual case in the long run, if profit 
is put above service, superficiality above 
individuality, quantity above quality. 
Some men cannot work in a group. They 
are masters only in single harness. Some 
men can work only in a group. They are 
servants only in association. 


The overhead expense of group prac- 
tice is very high. The profits divide by 
long division. Selfishness, self-praise and 
jealousy are poisoned daggers in a group. 
Only congeniality, friendship and faith 
added to unbounded energy and enthusi- 
asm promise endurance and triumph. 


Too rapid growth is another supreme 
danger. Growth is necessary, otherwise 
there is a stagnation and failure; but too 
rapid growth increases the overhead, pro- 
motes idleness when work is slack, and 
discontent develops. Slowly should be the 
growth through the years from little fin- 
ger to thumb by needs and stages and not 
a leap across the hand from little finger 
to the big thumb. 

There are three articles in this issue 
of the JOURNAL on different phases of 
group medicine. Whether one is in a 
group or is interested in group medicine, 
the group is both a new idea and a new 
factor in medicine that is rapidly assum- 
ing larger proportions in social, financial 
and scientific relations. An idea is val- 
uable only as it is efficient and group 
medicine will be tested by this law. We 
must stand by what is good in medicine, 
and make it better. 

The practice of group medicine has 
spread rapidly. Its supreme test will be 
the kind and the cost of the service it 
renders sick people. 
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Correspondence 


AN EXPLANATION 
Editor, SOUTHERN MEDICAL JOURNAL: 


In your issue for April, 1920, there appeared 
a report of an address delivered by me at the 
thirteenth annual meeting of the Southern Med- 
ical Association, held at Asheville, N. C., No- 
vember 10-13, 1919. 

I had returned from France but a short time 
before and this address was but an informal 
presentation of a collection of notes based upon 
excerpts from diaries kept during the period of 
my active service abroad. 

One of these notes referred to the capture of 
samples of grouped blood from the British by 
the Germans. This note was read as it was 
written at the time of the occurrence but, as 
stated, is capable of misinterpretation and 
should have been deleted before ‘the address was 
published, as it represented neither a thought 
nor an act on the part of any of my medical col- 
leagues or of myself. 

In order that such misinterpretation may be 
obviated, therefore, may I ask that this note be 
inserted in one of your forthcoming issues? 


Very truly yours, 


GEORGE W. CRILE, M.D. 
Cleveland, Ohio, April 4, 1922. 


[The above is in answer to a letter received by 
the JOURNAL and Dr. Crile from Prof. A. von 
Eiselsberg, Vienna, Austria, in reference to this 
statement: “To their (the British’s) great re- 
gret, during an offensive the Germans captured 
a lot of this perfectly good blood. We always 
hoped that they would get the numbers wrong, 
so that if they used it, it would be improperly 
grouped and anaphylaxis would follow.” Title 
of paper: “Surgical Researches During the 
World War’, Southern Medical Journal, Vol 
xiii, No. 4, April1920, p. 268.—EprrTor.] 


Book Reviews 


Pneumonia. Harvard Health Talks. By Fredick Taylor 
Lord, A.B., M.D., Visiting Physician, Massachusetts Gen- 
eral Hospital. 69 pages. Cambridge: Harvard University 
Press, 1922. 

This is one of a series of public lectures delivered at the 

Medical School of Harvard University. 

It is very tersely written. Dr. Lord’s position in the pro- 
fession makes the information of value. 
The binding and printing are excellent. It should prove 

a book of real use to those for whom it is written. 


The Ten C d ts of Medical Ethics. By Frank B. 
Wynn, M.D. Reproduced from ‘The Physician.” Artis- 
tically printed in colors and handsomely illuminated by 
an especially designed border illustrating the History of 
Medicine in Symbolism. Size 22x17--Suitable for fram- 
ing. Indianapolis: F. E. Dillan, 1922. Price, postpaid 
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Preventive Medicine and Hygiene. By Milton J. Rosenau, 
Professor of Preventive Medicine and Hygiene, Harvard; 
Director of the School of Public Health, Harvard Uni- 
versity and Massachusetts Institute of Technology; For- 
merly Director, the Hygienic Laboratory, U. S. Public 
Health Service, etc. With chapters on Sewage and Gar- 
bage by George W. Whipple, Professor of Sanitary En- 
gineering, Harvard University. Vital Statistics by John 
W. Trask, Assistant Surgeon-General, U. S. Public Health 
Service. Mental Hygiene, by Thomas W. Salmon, Med- 
ical Director, National Committee for Mental Hygiene, 
etc. Fourth edition. 1192 text figures and 1567 pages. 
New York and London: D. Appleton & Co., 1921. 
Rosenau’s ‘‘Preventive Medicine and Hygiene” is one of 

the standard works by American authors, and is one of 
the accepted authorities on the subject. 

The fourth edition has undergone extensive revision and 
additions, the following subjects having been added: Public 
Health Methods and Measures; Relative Values in Public 
Health Work; A Public Health Program; Organization of 
Health Departments; Median Endemic Index; Housing; 
Rural Sanitation; Public Health Education; Public Health 
Nursing; Drug Addiction; Alcoholism; Undernutrition: 
Sanitary Surveys; Infant Mortality; Koch’s Laws; Intelli- 
gence Quotient; Vitamins; Oral Hygiene; Ocular Hygiene; 
Personal Hygiene; and a Laboratory Course in Preventive 
Medicine and Hygiene. Also a discussion of the following 
diseases is taken up for the first time by the author: Vin- 
cent’s Angina; Deer Fever; Leishmaniasis; Epidemic En- 
cephalitis; Psychoneurosis; and War Edema. 

The following sections have been rewritten: Venereal 
Diseases and Hygiene of Sex; Dysentery; Influenza; Trench 
Fever; Mental Defectives; Food Poisoning; Botulism; De- 
ficiency Disease and Goiter. 

The book is most complete. It should be in the library 
of every physician, as it gives facts in such a manner that 
they are readily obtainable for ready reference. 


The Practical Medicine Series, comprising eight volumes 
on the year’s progress in medicine and surgery. Serie 
1921. In eight volumes. Vol. II, General Surgery. Ed- 
ited by Albert J. Ochsner, M.D., .R.M L 
F.A.C.S., Major, M.R.C.S., U. S. Army; Surgeon-in- 
Chief, Augustana and St. Mary of Nazareth Hos- 
pitals; Professor of Surgery, Medical Department, Uni- 
versity of Illinois. Illustrated. 625 pages. | Cloth, $2.50. 

Vol. III, The Eye, Ear, Nose and Throat. Edited by Casey 
A. Wood, C.M., M.D., D.C.D., Albert H. Andrews, M.D., 
and George E. Shambaugh, M.D. Illustrated. 392 pages. 
Cloth, $1.75. ‘ 

Vol. IV, Pediatrics. Edited by Isaac A. Abt, M.D., Pro- 
fessor of Pediatrics, Northwestern University Medical 
School; Attending Physician, Michael Reese Hospital, 
with the collaboration of Johanna Heumann, M.D. Or- 
thopedic Surgery. Edited by Edwin W. Ryerson, M.D.. 
Associate Professor of Surgery (Orthopedic), Rush Med- 
ical College; Professor of Orthopedic Surgery, Chicago 
Polyclinic; Attending Orthopedic Surgeon, Children’s 
Memorial and Hewratin Hospitals; Consulting Orthopedic 
Surgeon, House for Destitute Crippled Children. With 
the collaboration of Robert O. Ritter, M.D., Associate At- 
tending Orthopedic Surgeon, Children’s Memorial Hos- 
pital, Chicago. Illustrated. 306 pages. Cloth, $1.75. 

Vol. VI, Pharmacology and Therapeutics. Edited by Ber- 
nard Fantus, M.S., D., Associate Professor of Thera- 
peutics, Rush Medical College. Preventive Medicine. 
Edited by Wm. A. Evans, M.S., M.D., LL.D., D.P.H., 
Professor of Sanitary Science, Northwestern University 
Medical School. With the collaboration of G. Koehler, 
M.D., Assistant Commissioner of Health, City of Chicago. 
Cloth, $1.75. 

Chicago: The Year Book Publishers, 1921. 

This series has long served a useful purpose in employing 


expert clinicians and teachers of medicine to summarize in 


$2.00. F a few words the most important contributions of the year 
The above is quite descriptive of the contents of the in the several branches of the profession. While the indi- 
“Commandments.”” They express lofty ideals and deal with vidual 


the physician’s obligations to his conscience and to the makes 


patient. It is well worded and the mechanical work is ar- 
tistically executed. 


volumes are of value to the specialist, their brevity 
an especial appeal to the general practitioner who 


in eight tiny volumes can procure a record of the “high 
points” in medicine during the past year. 
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are of tuberculous pupils of the public schools of the Dis- 


° c 
Southern Medical News trict of Columbia. The building will cost $150,000 
The District of Columbia branch of the Society of 


American Bacteriologists has elected the following officers: 
Col. H. J. Nichols, of the Army Medical School, Chairman; 
chool, Vice-Chairman; Miss Alice C. E i 
_ The organization meeting of the Alabama Pediatric Asso- Laboratory, U. S. Public Health 
= Birmingham at the Children’s Hospital  urer. 
pri as e following officers were elected: Dr. J. . : 
Ross Snyder, Birmingham, President; Dr. C. B. Bray, Bir- wae ‘ 3 Neall, formerly of Washington, and Mrs. Mamie 
mingham. Vice-President; Dr. Jerome Meyer, Birmingham, fide Paulson were married in Washington December 12. 
Secretary-Treasurer; Drs. F. L. Salter, Anniston, S. H. Deaths 
Welch, Birmingham, J. R. Garber, Executive Committee. 
The Alabama Baptist Hospital, Selma, was _ formally Poa ae Kelley Beatty, Washington, aged 66, died 
opened February 14. 
A contract has been awarded for the construction of a 
new nurses’ home for the Alabama Baptist Hospital, Selma. FLORIDA 
The building will CORE $25,000. ¥ ; The Duval County Medical Society will have an annual 
The Baldwin County Medical Society held its regular clinic week to which the doctors of Florida and south Geor- 
quarterly meeting in Bay Minette April 4. The next meet- gia are to be invited. The Publicity Committee is in charge 
ing will be held in Foley. of arrangements, which are being made for the clinic this 
A bronze bust of the late Dr. Jerome Cochran, founder Year to be held in the hospitals of Jacksonville on June 
of the Medical Association of the State of Alabama, has 710. The Committee is composed of Drs. A. H. Freeman 
been placed at the entrance of the Health Department "4 _ Clayton Washburn, St. James Building, and C. J. 
Building, Montgomery. Lewis, South Jacksonville. 
It is announced that Dr. B. B. Mitchell will soon estab- __ The State Board of Health recently consolidated the Bu- 
lish a hospital for negroes in Tuscaloosa. reau with several activities heretofore 
F carried on by other bureaus into the Bureau of Communi- 
The Central Alabama Hospital, Clanton, completed at a cable Diseases, with Dr. George A. Dame as Director. Dr. 


cost of $30,000, was recently opened. Dame previously served as Director of the Bureau of Vene- 
real Diseases. The divisions of the new Bureau are: Field 


_ The Gorgas Memorial Campaign was initiated at a meet- 
ing held in Birmingham March 3. Service, consisting of the District Health Officers, Venerea! 
Dr. Leon C. Havens, Johns Hopkins School of Public Disease Control, County Health Work and Epidemiology. 
Health, Baltimore, has been appointed Director of the Ala- The State Board of Health, cooperating with the Interna- 
bama State Laboratory and Pasteur Institute, Montgomery. tional Health Board, has recently completed a hookworm 
survey of eight counties. The Bureau of Child Welfare of 
the State Board of Health will use the data collected for 


Deaths 

Dr. Thomas I. Conwell, Mobile, aged 40, was found dead campaign work, educational and treatment. 
in his office at Chickasaw, March 20. Dr. F. A. Brink,. District Health Officer in West Florida, 
recently carried on an active campaign against typhoid 


Dr. Jesse Thomas Hancock, Oneonta, aged 80, was run 
over and killed by an L. & N. train at Oneonta March 29. fever in Escambia County. 
ae The Polk County Medical Society has elected the following 
officers: Dr. Frank E. Irons, Winter Haven, President; Dr. 
ARKANSAS Herman Watson, Lakeland, Secretary. 
Deaths 


Ashley County Medical Society has elected the following 
Cleburne County Medical Society has elected the De: Peank 41: 


ing officers: Dr. W. J. Hornbarger, President; Dr. J. T. i 
Matthews, Secretary; Dr. S. A. Turner, Treasurer. uremia. 

Chicot County Medical Society has elected the following Dr. I. T. Law, Arcadia, was recently electrocuted in his 
officers: Dr. S. W. Douglas, Eudora, President; Dr. E. E. office while making an x-ray examination of the fractured 
Barlow, Dermott, Vice-President; Dr. J. S. Wilson, Lake arm of a patient. 


Village, Secretary. 
Monroe County Medical Society has elected the following GEORGIA 
Dr. C. H. McKnight, President; Dr. W. L. Boswell, - 


Bartow County Physicians’ Credit Association has 


officers : : 
Vice-President; Dr. J. H. Phipps, Secretary-Treasurer. The 
Randolph County Medical Society has elected the follow- been organized by the physicians of Bartow County. 
Dr. W. E. Hamil, President; Dr. R. R. John- Alumni week of Emory University, the Institute-Clinic 


Dr. H. L. Throgmorton, Secretary- 4, Venereal Diseases and the Conference of the District, 
County and City Health Officers will open at Emory Uni- 
continue through the week. Various 


ing officers: 
son, Vice-President ; 


Treasurer. 
Dr. J. M. McDavid has been appointed Health Officer of versity June 5 and 
West Helena. 
departments of public health of the adjoining states have 
At the recent annual meeting of the Tri-State Medical heen invited. 
John It has been announced that the new addition to the 
3 ; Piedmont Sanatorium will open soon. The Sanatorium oc- 


elected: Dr. J. N. White, 
L. Scales, Shreveport, La., 
Dr. F. E. Baker, Stamps, Vice-President for Arkansas; Dr. 
J. K. Smith, Texarkana, Vice-President for Texas. Hot Dr. Andrew L, West, Athens, 
Springs will be the next meeting place. 
Dr. W. H. Bollings will build a hospital in Ozark. It Dr. Cheston King, Atlanta, has purchased several build- 
will be a modern brick structure. ings at Stone Mountain, which he is having converted into 
Deaths a sanitarium for nervous and mental diseases, and he ex- 
‘ pects to have it ready for occupancy in the summer. 
Dr. L. H. Hall, Pocahontas, aged 55. died February 20. The new hospital at Sycamore was formally opened in 
Dr. Benjamin F. Chiles, Pecan -Point, aged 64, died January. Drs. John T. Moore and Warren A. Harrison are 
in charge of the institution. 


ee eee cupies one-half block facing on Capitol Avenue. 
has resigned as City Phy- 


sician. 


March 25. 
n Bartow County Medical Society has elected the following 
DISTRICT OF COLUMBIA officers: Dr. G. W. Battle, Cassville, President; Dr. R. E. 
The American Pediatric Society will meet at Wardman Wilson, Cartersville, Vice-President ; Dr. Howard E. Felton, 
Park Hotel, Washington, May 1-3. Cartersville, Secretary-Treasurer. 
i Bibb County Medical Society has elected the following 
President; Dr. 


Senator Phipps, Colorado, has introduced a bill in Con- 
officers: Dr. J. P. Holmes, Macon, 


gress providing for the construction of a building for the 
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Mobley, Macon, Vice-President; Dr. 

Secretary-Treasurer. 

Brooks County Medical Society has elected the following 
officers: Dr. E. L. Jelks, Quitman, President; Dr. 
Smith, Quitman, Secretary-Treasurer. 

Butts County Medical Society has elected the following 
officers: Dr. A. F. White, Flovilla, President; Dr. B. 
Akin, Jenkinsburg, Vice-President; Dr. J. L. Byron, Jack- 
son, Secretary-Treasurer. 

Coweta County Medical Society has elected the following 
officers: Dr. J. B. Peniston, Newnan, President; Dr. 
H. Farmer, Newnan, Secretary-Treasurer. 

Crisp County Medical Society has elected the following 
officers: Dr. M. B. Smith, Cordele, President; Dr. 

D. Hunt. Cordele, Vice-President; Dr. R. L. Williams, 
Cordele, Secretary-Treasurer. 

Decatur-Seminole County Medical Society has elected the 
following officers: Dr. Gordon Chason, Bainbridge, Presi- 
dent; Dr. J. I. Spooner, Donaldsonville, Vice-President; Dr. 
P. M. Lewis, Secretary-Treasurer. 

Dooly County Medical Society has elected the following 
officers: Dr. R. H. Pate, Unadilla, President; Dr. J. L. Lee, 
Pinehurst, Vice-President; Dr. L. H. Bishop, Unadilla, Sec- 
retary-Treasurer. 

Gordon County Medical Society has elected the following 
officers: Dr. J. M. Erwin, Calhoun, President; Dr. a 
Richards, Calhoun, Vice-President; Dr. Z. V. Johnston, 
Calhoun, Secretary-Treasurer. 

Hart County Medical Society has elected the following 
officers: Dr. . E. McCurry, Hartwell, President; Dr. 
George S. Clarke, Hartwell, Secretary-Treasurer. 

Henry County Medical Society has elected the following 
officers: Dr. H. C. Ellis, McDonough, President; Dr. W. A 
Williams, McDonough, Secretary-Treasurer. 

Irwin County Medical Society has elected the following 
officers: Dr. H. P. Lyons, Mystic, President; Dr. F. 
McLeod, Ocilla, Vice-President; Dr. L. B. Whiddon, Ocilla, 
Secretary-Treasurer. 

Johnson County Medical Society has elected the following 
officers: Dr. T. L. Harris, Wrightsville, President; Dr. S. 
M. Johnson, Wrightsville, Vice-President; Dr. R. E. Brin- 
son, Wrightsville, Secretary-Treasurer. 

Lafayette County Medical Society has elected the follow- 
ing officers: Dr. W. E. Brown, Lafayette, President; Dr. 
R. M. Coulter, Lafayette, Vice-President; Dr. D. W. Ham- 
mond, Lafayette, Secretary-Treasurer. 

Lowndes County Medical Society has elected the follow- 
ing officers: Dr. J. M. Smith, Valdosta, President; Dr. G. 
T. Glazier, Valdosta, Vice-President; Dr. T. H. Smith, Val- 
dosta, Secretary-Treasurer. 

Meriwether County Medical Society has elected the fol- 
lowing officers: Dr. J. A. Johnson, Manchester, President; 
Dr. J. L. Dixon, Woodbury, Vice-President; Dr. Frank Nor- 
man, Greenville, Secretary-Treasurer. 

Morgan County Medical Society has elected the following 
officers: Dr. A. K. Bell, Madison, President; Dr. J. M. 
Prior, Apalachee, Vice-President; Dr. J. H. Nicholson, 
Madison, Secretary-Treasurer. 

Ocmulgee County Medical Society has elected the follow- 
ing officers: Dr. J. H. Hendrix, Hawkinsville, President; 
Dr. W. H. Pirkle, Cochran, Secretary-Treasurer. 

Taliaferro County Medical Society has elected the follow- 
ing officers: Dr. A. H. Beazley, Crawfordville, President; 
Dr. O. F. Portwood, Crawfordville, Vice-President; Dr. 
John A. Rhodes, Crawfordville, Secretary-Treasurer. 

Turner County Medical Society has elected the following 
officers: Dr. J. T. Moore, Sycamore, President; Dr. D. 
Luke, Ashburn, Vice-President; Dr. W. A. Harrison, Syca- 
more, Secretary-Treasurer. 

Walton County Medical Society has elected the following 
officers: Dr. H. L. Upshaw, Social Circle, President; Dr. 
J. B. H. Day, Social Circle, Vice-President; Dr. J. XK. 
McClintic, Monroe, Secretary-Treasurer. 

Warren County Medical Society has elected the following 
officers: Dr. B. Ricketson, Warrenton, President; Dr. 
F. L. Ware, Warrenton, Vice-President * Dr. A. W. Davis, 
Warrenton, Secretary-Treasurer. 

Whitfield County Medical Society has elected the follow- 
ing officers: Dr. H. L. Erwin, Dalton, President; Dr. H. J. 
Ault, Dalton, Vice-President; Dr. B. L. Kennedy, Dalton, 
Secretary-Treasurer. 

Worth County Medical Society has elected the following 
officers: Dr. J. L. Tracey, Sylvester, President; Dr. A 
Hall, Oakfield, Vice-President; Dr. W. C. Tipton, Secretary- 
Treasurer. 

Dr. Samuel Kahn, Atlanta, and Miss Ruth M. Levine, 
New York, N. Y., were married March 18. 


Deaths 


Dr. W. D. Vinson, Atlanta, aged 65, died March 30. 
Dr. James N. Roland, Chester, aged 42, died February 9. 
Dr. Thomas T. Key, Norcross, aged 87, died March 23. 


O. L. Spivey, Macon, 
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Dr. Marit F. Nelms, Commerce, aged 50. died February 
16 at the Wesley Memorial Hospital, Atlanta, from spinal 
meningitis. 

Dr. W. D. Jennings, Augusta, died February 28 from 
pneumonia. 

Dr. Frank A. Story, Lafayette, aged 68, died January 15 
at West Armuchee from chronic nephritis. 


KENTUCKY 


Allen County Medical Society has elected the following 
officers: Dr. E. A. Whitlow, re-elected President; Dr. J 
Pace, Secretary. 

Bell County Medical Society has elected. the followiny 
officers: Dr. O. P. Nuckols, President; Dr. Jacob Schultz, 
Vice-President; Dr. J. G. Foley, Secretary. 

Cumberland County Medical Society has elected the fol- 
lowing officers: Dr. J. E. Bow, President; Dr. J. R. Webb. 
Vice-President; Dr. W. C. Keen, Secretary-Treasurer. 

Daviess County Medical Society has elected the following 
officers: Dr. D. Gillim, President; Dr. A. J. Gordon, 
Vice-President; Dr. J. J. Rodman, Secretary-Treasurer. 

Lyon County Medical Society has elected the following 
officers: Dr. J. H. Hussey, President; Dr. T. L. Phillips, 
Vice-President; Dr. W. G. Kingsolving, Secretary-Treas- 
urer. 

Franklin County Medical Society has elected the following 
officers: Dr. G. A. Budd, President; Dr. W. H. Evans, Vice- 
President; Dr. F. W. Mastin, Secretary-Treasurer. 

McCreary County Medical Society has elected the follow- 
ing officers: Dr. C. E. Carr, President; Dr. F. E. Peck, 
Vice-President; Dr. R. M. Smith, Secretary-Treasurer. 

Russell County Medical Society has elected the following 
officers: Dr. H. S. Gehrken, President; Dr. J. B. Tartar, 
Vice-President; Dr. J. B. Scholl, Secretary-Treasurer. 
Shelby County Medical Society has elected the following 
officers: Dr. A. C. Weakley, President; Dr. W. P. Forman, 
Vice-President; Dr. Vernon R. Jones, Secretary-Treasurer. 

Knox County Medical Society has elected the following 
officers: Dr. Leslie Logan, President; Dr. John G. ‘Tye, 
Vice-President; Dr. Frank R. Burton, Secretary-Treasurer. 
A recent fire at the U. S. Veterans’ Hospital, Princeton, 
caused damage estimated at $14,000. 

Plans are being made by the Sue Bennett Memorial 
— London, to erect a new infirmary at a cost of $50,- 


The fiseal court recently appropriated $4,250 to the 
Health and Welfare League in Fulton County for use in the 
full-time health department. 

Dr. Edward D. King, Covington, and Miss Genevieve 
Stuart Race, Cincinnati, were married February 22. 


Deaths 


Dr. Henry David Peterson, Millersburg, aged 67, died 
February 21. 

Dr. Albert Algernon Marrett, Constance, aged 77, died 
March 1 at St. Elizabeth’s Hospital, Covington. 

Dr. Henry D. Wells, Middleburg, aged 92, died Febuary 
25 from senility. 

Dr. H. Tod Smiser, Cynthiana, aged 45, died March 4 at 
Phoenix, Ariz., from tuberculosis. 

Dr. Charles Brookover, Louisville, aged 52, died March 17 
after an extended illness. 

Dr. Everett T. Almon, Morton’s Gap, aged 71, died 
March 29. 


LOUISIANA 


The Seventh Congressional District Medical Society, sus- 
pended during the war, was recently reorganized. The fol- 
lowing officers were elected: Dr. Norman S. Craig, Jen- 
nings, President; Dr. Sylvan Wolff, Opelousas, Vice-Presi- 
dent; Dr. A. H. Morgan, Secretary-Treasurer. 

The site has been purchased for the new $2,000,000 Bap- 
tist Hospital, New Orleans. 

he Jefferson Parish Board of Health was reorganized 
March 8. The following are members of the Board: Dr. 
Marvin M. Odom, McDonoghville, and Dr. Joseph S. Kop- 
fler, Kenner. 

Tulane University, New Orleans, is planning to con- 
struct a 300-bed hospital. 

The Charity Hospital, New Orleans, plans to have a 
three-story addition to the Clinic Building at a cost of 
$84,000. 

It has been announced that a new building to cost $50,000 
will soon be added to the group of buildings on Tulane 
Campus. 

The following have been appointed members of the La- 
fourche Board of Health: Dr. Hubert S. Smith, Dr. Albert 
J. Meyer and Dr. Frank T. Gouaux. 


(Continued on page 38) 
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“Massage alcohols” usually leave a heavy, unpleasant odor, due to the 
denaturant used. 


“ALKOLAVE S&D”—the quality rubbing alcohol—leaves a refresh- 
ingly pleasant odor; it is denatured differently ; by special process. 


Use it clear or diluted ; but only of course on unbroken skin surfaces— 
never on mucosa and never internally. 


“ALKOLAVE S&D” 


in 4 oz. and pts. 
at your druggist’s 


SHARP & DOHME 


Chemists since ’60 


WHEN YOU WANT 


FLUIDEXTRACT CASCARA AROMATIC that is efficient, yet palat- 
able SPECIFY 


LIQUID CASCARA 
FLAVORED P-M CO 


LIQUID CASCARA FLAVORED P-M CO is made from high grade bark, 
carefully aged before use, carefully debitterized, carefully extracted. 


The satisfactory results, judged from your own and your patients’ view- 
point, justifies our pride in this product. 


PITMAN-MOORE COMPANY | 


INDIANAPOLIS, Chemists U.S. A. 
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(Continued from page 430) 


Dr. Edwin E. Evans, formerly with the East Louisiana 
Hospital for the Insane, has been appointed superintendent 
of an institution to be built at Pineville for the state colony 
and training school for the feeble-minded. The hospital! 
will accommodate 2,000 patients. 

The Child Welfare Association has announced an adult 
nursing service as well as a visiting nurse service for chil- 
dren as an aid to physicians of Orleans Parish in their char- 
ity and semi-charity practice. 

The following have been appointed members of the Point 
Coupee Board of Health: Dr. Robert McG. Carruth and Dr 
Maril O. Becnel, New Roads, and Dr. August B. Lacour, 
Batchelor. 

As a response to a plea of W. M. Danner, Secretary of 
the U. S. Leper Commission and of the American Missions 
to Lepers, the Louisiana Committee of the International 
Leper Society was formed in New Orleans recently. 


Deaths 


Dr. Milton A. Henry, Saline, aged 79, died March 1 from 
senility. 


MARYLAND 


The annual meeting of the Maryland Branch, National 
Tuberculosis Association, was held in Baltimore March 16. 


In commemoration of the second anniversary of their 
connection with the University Hospital, Baltimore, the 
Red Cross volunteer aides have presented equipment valued 
at $3,715.84 to the institution. 

The Virginia Baptist Hospital, Lynchburg, has requested 
Dr. Winford H. Smith, Superintendent of the Johns Hop- 
kins Hospital, to be Consulting Director of a 200-bed, three- 
unit hospital soon to be erected outside of Lynchburg. 

An anonymous donor has promised Johns Hopkins Hos- 
pital $3,000,000 on condition that Johns Hopkins University 
raises an additional $1,000,000. 

Johns Hopkins University, Baltimore, has announced in- 
creases in tuition fees for the next academic year for its 
medical department, the summer school and college courses 
for teachers. Beginning October, the tuition at the medi- 
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cal school will be $300 a year instead of $250; the tuition 
fee for the 1922 session of the summer school will be 
raised from $30 to $35 for two or three courses; additional 
courses will cost $14 instead of $12; the fee for a single 
course is raised from $20 to $22; an additional fee of $3.00 
is set for late registration. 

A contract has been awarded for a new $40,000 two- 
story infirmary at Rosewood Institute, Owings Mills. 

The new Union Memorial. Hospital, Baltimore, will cost 
approximately $1,000,000. 

Dr. Clayton C. Campbell, Chief of the medical Service, 
U. S. Veterans’ Bureau Hospital No. 56, Fort McHenry, has 
been ordered to Veterans’ Bureau Hospital No. 52 at Boise 
City, Idaho, and Dr. Sherwood Dix has been transferred to 
Veterans’ Bureau Hospital No. 72, Helena, Mont. 

Dr. Frank Gordon, Commandant at U. S. Veterans’ Bu- 
reau Hospital No. 56, Fort McHenry, has been ordered to 
the Veterans’ Bureau Hospital at Portland, Oregon. 

Plans are being made to build a new nurses’ home for 
the Eudowood Sanatorium, Towson. The building will cost 
approximately $25,000. 

A nurses’ home will be erected at the University of 
Maryland, Baltimore, at a cost of $300,000. 

Plans are being made for the erection of a new $750,000 
municipal hospital at Baltimore in the Hillen Road section. 

On April 1 the National Dental Association, at Balti- 
more, gave a dinner to Dr. William S. Halsted, Professor 
of Surgery at the Johns Hopkins Medical School and Sur- 
geon-in-Chief of the Johns Hopkins Hospital. The Associa- 
tion presented him with a handsome medal in recognition 
of his service to the medical profession and humanity as 
discoverer of the modern method in neuroregional anesthe- 
sia. 

Dr. D. Z. Dunott, Baltimore, Chief Surgeon of the West- 
ern Maryland Railway Company, selected as one 
of the delegates from the American Railway Association to 
attend the International Railroad Congress at Rome, Italy, 
in April. Before the convention opened Dr. Dunott studied 
sanitary and surgical conditions as affecting railroads in 
England. 

Dr. F. Leslie Jennings, Baltimore, and Miss Hazel May 
Baer, Waynesboro, were married at Chester, Pa., Febru- 


ary 27. 
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PATHOLOGY 
Allen H. Bunce, A.B., M.D., F.A.C.P. 


methods and technique are used. 


treatment are indicated. 


Laboratories of 


Drs. Bunce, Landham and Klugh 


ATLANTA, GEORGIA 


DEPARTMENTS 


BACTERIOLOGY and SEROLOGY X-RAY and RADIUM 
George F. Klugh, B.S.,M.D. 


} These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. Only standardized 


In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 


Fee lists and containers for pathological specimens and information in reference to 
x-ray and radium work furnished upon request. 


Address 
DRS. BUNCE, LANDHAM AND KLUGH, Healey Bldg., Atlanta, Ga. 


Jackson W. Landham, M.D. 
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Tron and Steel Screen 


Alloyed Screen 


Unalloyed Copper Screen 


JERSEY 


Malaria Prevention 


In the prevention of malaria every physician realizes the importance 
of proper screens for residences, office buildings, hospitals, schools— 


any buiiding where people work or live. 


Your recommendation regarding the insect screen cloth to be used in 
the fight against malaria carries much weight. You should bear these 


facts in mind, then. 


Material 


Insect screen cloth of pure high grade 
copper, produced by the Roebling pro- 
cess, cannot rust, and is unusually 
stiff and strong. Every wire is of 
the same high quality as every other 
one, and will give the same long 
years of service. Under like condi- 
tions it will outlast any of the other 
metals by many years. Screen cloth 
of iron or steel, for example, rusts 
out in patches and screens of alloy 
are of uneven quality, some of the 
wires disintegrating before others. 


Mesh 


16 mesh is rapidly becoming the 
standard in this country. The United 


THE New JERSEY WIRE CLOTH COMPANY 


632 South Broad Street 


TRENTON 


States Public Health Service does not 
approve of the use of wire cloth 
coarser than this. 


Jersey Copper Screen Cloth is made 
of copper 99.8% pure. It is produced 
in the Roebling works by a special 
process which insures its giving un- 
equalled service under the severest 
climatic conditions. On request we 
will gladly send you a book, ‘‘A Mat- 
ter of Health and Comfort’, which 
explains more fully the advantages 
of using pure copper wire for screens. 


Hardware and building-supply deal- 
ers throughout the country carry Jer- 
sey Copper Screen Cloth. If the 
dealer in your town can't supply you 
write us. We will see that you get it. 


NEW JERSEY 
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Easily adapted to 
individual infant feeding 


In both normal and 
abnormal conditions 


The Original 


Always clean, safe and reliable. Well 
balanced, a complete food. Very conven- 
ient. Used successfully over one-third of 
a century. 


For the prescribed feeding also of all 
ages—anaemic, sick and convalescent. 


The best 
X-Ray 
vehicle 


HORLICK’S, Racine, Wis. 


Samples prepaid 
Avoid imitations 
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(Continued from page 38) 
Deaths 


Dr. Bennett Bernard Browne, Baltimore. aged 79, died 
March 10 from senility. 

Dr. Jacob Jones Wilson, Cumberland, aged 73, died Feb- 
ruary 24, 

Dr. Edward N. Crawford, Cecilton, aged 70, died March 
4 from appendicitis. 

Dr. Franklin H. Erb, Baltimore, aged 60, died February 
28 from septicemia and acute articular rheumatism. 

Dr. Silas W. Hunter, Wiseburg; aged 72, died January 19% 
at the Mercy Hospital, Baltimore, from carcinoma of the 
stomach. 


MISSISSIPPI 

At a recent meeting of the Clarksdale and Six Counties 
Medical Association a resolution was introduced calling for 
the dissolution of the Clarksdale and Six Counties Medical 
Association and the merging of this Association with the 
medical societies of Humphreys. Leflore and Washington 
Counties, and to be known as the Delta Medical Association. 
The resolution will have final consideration in November. 

Dr. J. W. Dugger announces opening of his office at 
Amory, being associated with Dr. C. B. Baker, D.D.S. 

A bill for the appropriation of $134.000 per annum to the 
State Board of Health for emergency expenses, the eradi- 
cation of malaria, pellagra and hookworm has passed the 
House. It will be used as follows: Hygienic laboratories, 
$20,000 per year; vital statistics, $12,000; rural sanitation, 
$30,000; child welfare work, $30,000. 

Deaths 

Dr. Jesse Alfred Nash, Plantersville, aged 39, died re- 
cently from appendicitis. 

Dr. Thomas Meriwether Jones, Hernando, aged 76, died 
March 15. 

Dr. Norvin Earl Greene, Victoria, aged 39, died March 22. 


MISSOURI 

Dr. E. C. Ernst, St. Louis, was ‘elected President of the 

Central Section of the American Roentgen Ray Society at 
a meeting recently held in Chicago. 

(Continued on page 42) 


PATHOLOGICAL— 


Special Courses given 
in advance work. 


CLINICAL LABORATORY OF DR. A. G. KELLEY 


: 78 Forrest Avenue 
ATLANTA 


BIO-CHEMICAL— 


Your request for specific information 
on any point will be welcome. 


BACTERIOLOGICAL 
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Applicators of Approved Design. 
Salts of Highest Purity. 
U.S. Bureau of Standards Certificate 


Standard Chemical Co. 


Our SERVICE IS TRADITIONAL 


Courses of Lectures at Pittsburgh RADIUM CHEMICALCo. 


“The Physics of Radioactivity” “Radium Therapy” 

William H. Cameron, M. D Charles H. Viol. Ph. D PITTSBURGH, PA. 

L V. Walker, A.B Arthur L. Miller, B.S.,Ch.B BOSTON CHICAGO NEW YORK 
Little Building Marshall Field Anngs Building Filth Avense 


Information Mailed on Request. 
SAN FRANCISCO 


A new instrument which combines all the advantages of the 
guillotine with the ecraseur action of the snare. By means of the 
crusher, slowly applied, there is a minimum of hemorrhage. 


Made by 


V. MUELLER & COMPANY 


Surgeons’ Instruments, 
1771-87 Ogden Ave., . CHICAGO. 
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HECHT GRADWOHL 
TEST 


Is made on every blood submitted 
without extra charge. 


This test gives you information which 
increases the accuracy of your diag- 
noses. 


SPINAL FLUID 


Wassermann 
Pandy 
Ross Jones 


Lange 
Cell Count 


We urge practitioners to submit 
spinal fluid to aid in the diagnosis of 
syphilis. You will be surprised at 
the frequency of positive results in 
so-called “Asymptomatic” cases. 


Write for Spinal Puncture Outfit, also Free 
Containers and Literature. 


Gradwohl Laboratories 


3614 Lucas Ave., St. Louis, Mo. 
7 W. Madison Street, Chicago, III. 


(Continued from page 40) 


The St. Louis Clinics recently established a junior mem- 
bership with dues at $10 per year, limited to men who have 
been graduated five years or less and who desire to list 
their clinics, and in conjunction with the local Committee 
of Arrangements of the 4 Medical Association will 
hold a special clinic week May 18-28. 

The American Proctologic Society will hold its next an- 
nual meeting at St. Louis May 22-23. 

St. Francois County Medical Society has elected the fol- 
lowing officers: Dr. Edgar E. Whiteside, Elvins, President; 
Dr. G. W. Gale, Bismarck, Vice-President; Dr. G. E. Cecil, 


| Flat River, re-elected Secretary. 


Cape Girardeau County Medical Society has elected the 


| following officers: Dr. J. D. Porterfield, Jr., Cape Girar- 


deau, President; Dr. Dayton Seabaugh, Millersville, Vice- 
President; Dr. W. E. Yount, Cape Girardeau, Secretary; 
Dr. W. N. Howard, Cape Girardeau, Treasurer. 

Davies County Medical Society has elected the following 
officers: Dr. J. D. Dunham, President; Dr. M. A. Smith, 
Secretary-Treasurer; Dr. T. E. Cooper, First Vice-Presi- 
dent; Dr. Frank Hedges, Second Vice-President. 

A prize of $10 has been offered to the member of the 


| Jackson County Medical Society who supplies the best an- 


swer to the questions: ‘‘Why should every ethical physi- 


| cian in Jackson County be a member of the Jackson County 
| Medical Society? Why am I, an ethical physician, a mem- 
| ber of the Jackson County Medical Society?” The answers 


shall be used for propaganda to attract new members to 


the society. 
A seventy-four-room hospital will soon be erected at 


| Excelsior Springs. 


An ordinance has been introduced in the Board of Alder- 


'men, St. Louis, providing for the sale of impounded dogs 


to the recognized medical schools in St. Louis to be used 


| in the scientific teaching of medicine. Seventy-five cents 


will be charged for each dog delivered to the schools. 
Physicians in Independence are planning to establish a 


' county hospital for Jackson County. The amount of bon 
_ to be voted will be $500,000. 


Dr. Wm. McK. Marriot, St. Louis, has been appointed a 
member of the editorial staff of the American Journal of 
Children’s Diseases and Dr. Evarts Graham, St. Louis, a 
member of the editorial staff of the Archives of Surgery. 

Dr. A. L. Korn has been employed as pathologist for St. 
Hospital, Joplin. 

A. C. Vickrey, St. Louis, has been appointed Super- 
Fm ion of State Hospital No. 2, St. Joseph, succeeding 
Dr. P. E. Williams, who has been transferred to the Mis- 
souri State Hospital No. 3, Nevada. 

Dr. A. B. Clark has been appointed as Registrar of Vital 
Statistics for Joplin. 

Plans are being completed for a new two-story brick 
hospital building at Missouri State Sanatorium, Mt. Ver- 
non, at a cost of $79,000. 

Dr. David H. Dolley, Professor of Pathology, University 
of Missouri, has been appointed Director and Professor of 
Pathology in the St. Louis University School of Medicine. 

A meeting of the American Association for the Study 
of the Feeble-minded will be held in St. Louis May 18-20. 

Deaths 

Dr. Augustus H. Schott, St. Louis, aged 72, died Feb- 
ruary 23 from pneumonia. 

Dr. William C. McDowell, Springfield, aged 66, died 
March 20. 

Dr. Eliza Markell Mitchell, Kansas City, died January 31. 

Dr. Elmira Hertig, Blue Springs, aged 70, died March 10 
from cerebral hemorrhage. 

Dr. Ulysses Grant Strieby, Brownington, aged 56, died re- 
cently from pneumonia. 

Dr. Francis E. Hinch, St. Genevieve, aged 65, died 
January 17 in a hospital at St. Louis. 


NORTH CAROLINA 

Under the’ direction of the Charlotte Cooperative Nursing 
Association, with the assistance of Drs. Yates Faison, Myers 
Hunter and John R. Ashe, a baby-feeding station has been 
established at Charlotte, where babies will be given expert 
attention. 

A_ twenty-two-bed hospital will be built at — to 
be known as the Blue Ridge Hospital for Neg 

Johnson County Medical Society has elected “the f following 
officers: Dr. Carl V. Tyner, Smithfield, President; Dr. 
John H. Fitzgerald, Smithfield, Secretary-Treasurer. 

The Elizabeth City Hospital, formerly under the direction 
of the U. S. Navy, has changed its name to Pasquotank 
Municipal Hospital and will be operated as a community 
hospital. 

(Continued on page 44) 
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N inflammations of the respiratory apparatus, especially in 

bronchitis, Calcreose has won a place in the therapeutic arma- 
mentarium of the physician. It is of value in the treatment of 
bronchitis associated with pulmonary tuberculosis, because it has 
creosote effect without untoward action on the stomach, such as 
nausea, disagreeable eructations and distress. B 


In Bronchitis and Tuberculosis 


CALCREOSE can be given in comparatively large doses for long 
periods of time without any objection on the part of the patient. The 
indications for CALCREOSE are the same as those for creosote. 


Write for literature and samples 


The Maltbie Chemical Company 
Newark, N. J. 


CLOSED 
WOODWARD VAGINAL POWDER SYRINGE 
is a useful devise for the Physician who appreciates the advantages of a dry treatment in the various conditions 
(especially catarrhal) of the Vaginal Tract, including the Cervix. 
WOODWARD’S BORIC ACID AND ZINC STEREATE POWDER 
a formula containing in addition to these two named ingredients Bismuth Subnitrate, Aluminum Asetate and Copper 
Citrate (small amount). This name was suggested by the Council on Pharmacy and Chemistry of the American 
Medical Association. We offer this Powder to the Profession because of its worth and efficiency as a dry antiseptic 


dusting powder. ‘ 
WOOWARD’S VAGINAL DILATOR 


is superior to the speculum where a general application of either a dusting powder or solution is to be administered ; 
because, practically the entire surface of the mucus membrane is exposed. This e is especially useful in the 
Hospital or Home, as a means of a better, cleaner Douche. 
SPECIAL INTRODUCTORY PRICE TO PHYSICIANS FOR THE COMPLETE SYRINGE, DILATOR 
AND POWDER—FIVE DOLLARS. 


WOODWARD MANUFACTURING COMPANY 
DALLAS, TEXAS. 
Advertised only in Journals controlled by Organized Medicine. 
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SPENCER microtome 


For Celloidin, 
Paraffin or Frozen 
Sections. 

Automatic feed. 

Covered and pro- 
tected from dust 
and drippings. 

Securely clamped 
to table. 

Cuts any desired 
thickness from & 
microns up. 

Unique knife 
holder insures util- 
ization of entire 
cutting edge. 

Cuts very large 


sections, 
No. 880 Spencer Laboratory Microtome (Com- 
plete with knife) $85.00 
No. 915 Ether Freezing Attach t 9.00 
No. 930 CU, Freezing 13.50 


Used by Mayo Brothers, eaten, ee and by 
ever 2,000 hospitals in America. CATALOG FREE. 


SPENCER LENS COMPANY 
BUFFALO, N. Y. 


Manufacturers 


SPENCER Microscopes, M ic r 0- 


SAVE MONEY ON 


YOUR X-RAY svppus 


Get our price list and discounts on quantities before you 

pure 

HUNDREDS OF DOCTORS FIND WE SAVE THEM FROM 

10% TO 25% ON X-RAY LABORATORY COSTS. 
AMONG THE MANY ARTICLES SOLD ARE: 

X-RAY PLATES. Three brands: in stock for quick ship- 
ment. PARAGON Brand, for finest work; UNIVERSAL 
Brand, where price is important. 

X-RAY FILMS. Duplitized or Dental—all standard sizes. 
Eastman, Ilford or X-ograph metal backed. Fast or slow 
emulsion. 

BARIUM SULPHATE. For stomach work. Finest grade. 

w price. 

COOLIDGE X-RAY TUBES, 5 styles, 10 or 30 millamp.- 
Radiator (small bulb), or broad, medium. or fine focus. 
large bulb. Lead Glass Shields for Radiator type tubes 

DEVELOPING TANKS. 4 or 6 compartment, stone tanks. 

ese will end your dark room troubles. 5 sizes of En- 
ameled Steel Tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to eleven film 
openings. Special list and samples on request. Price in- 
cludes imprinting name and address. 

DEVELOPER CHEMICALS. Metol, Hydroquinone, Hypo, ete. 

INTENSIFYING SCREENS. Patterson, TE, or celluloid- 
backed screens. Reduce exposure to 4th or less. Double 
screens for film. Il-metal cassettes. 

ee, GLOVES AND APRONS. (New type glove, lower 
pric 

FILING ENVELOPES with printed X-ray form. (For used 
plates.) Order direct or through your dealer. 


Z If You Have a Machine Get Your 
Zz Name on our Mailing List. 


A, 
PL ALES GEO. W. BRADY & Co. 


Southern Branch, 736 Perdido St., New Orleans. 
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The three new buildings to be erected at the State Hos- 
pital for the Insane, Morganton, will cost $103,000. 
Deaths 
Dr. Joseph Simpson Wise, Lincolnton, aged 538, died 
March 12. 


OKLAHOMA 


Vinita State Hospital recently opened its new $100,000 
hospital addition. 

Recently there developed several cases of smallpox in the 
jail at Poteau, nine of which died between January 3 and 13. 

Plans are being drawn for a new three-story City Hos- 
ae yh ° Negroes at Okmulgee at an approximate cost of 
$50,0! 

A pl $200,000 hospital will be erected for Oklahoma 
County. 

Plans are being made to enlarge and remodel the Okmul- 
gee City Hospital at a cost of $100,000 

The Oklahoma Association of Laboratory Workers has 
changed its name to the State Serological Association in 
order that technicians and laboratory workers who are not 
physicians may be eligible for membership. The following 
have been elected officers: Mr. L. E. Woods, Enid, Presi- 
a: Dr. William H. Bailey, Oklahoma City, Vice-Presi- 
lent. 

Dr. Charles William Heitzman and Mrs. Hane Gray 
Thomas, Muskogee, were married in San Antonio Febru- 
ary 7. 

Deaths 

Dr. K. L. Colley, Barnsdall, died January 27. 

Dr. J. M. Moore, Grove, died recently. 

Dr. William C. Pendergraft, Hollis, aged 56, died Feb- 
ruary 20, following a long illness. 

Dr. John Everett Booth, Daisy, aged 43, died February 9 
from cerebral hemorrhage. 


SOUTH CAROLINA 

Dr. John W. Dupree, Simpsonville, has been appointed a 
member of the City Board of Health. 

he Charleston County Tuberculosis Association has ob- 
tained the old Government remount station, near Charleston, 
as a temporary place to house more advanced tuberculosis 
patients. 

Dr. Jesse W. Bell, Walhalla, has been elected a member 
of the City Board of Health. 

Deaths 

Dr. Frank Kennedy Holman, Sumter, aged 46, died Feb- 
ruary 23. 

Dr. William Lawrence Mauldin, Jr., Greenville, aged 43, 
died March 38. 

Dr. Alonzo E. Clough, Madison, died February 26. 

Dr. Joseph Evans Brunson, Ninety-Six, aged 72, died 
February 20. 

Dr. William 
March 9. 

Dr. James Woods Babcock, Columbia, aged 66, died 
March 4. 

Dr. James Jeter Glenn, York, aged 34, died March 1 
from pneumonia. 


Virginius Brockinton, Kingstree, died 


TENNESSEE 


Dickson County Medical Society has elected the following 
officers: Dr. Hartwell Weaver, President; Dr. C. M. Lovell, 
Vice-President; Dr. W. J. Sugg, Secretary: 

Putnam County Medical Society has elected the following 
officers: Dr. L. M. Freeman, Granville, President; Dr. L. 
S. Love, Silver Point, First Vice-President; Dr. Samuel 
Denton, Buffalo Valley, Second Vice-President; Dr. Lex 
Dyer, Cookeville, Secretary-Treasurer. 

Obion County Medical Society has elected the following 
officers: Dr. J. D. Carlton, President; Dr. M. L. Smith, 
Vice-President; Dr. Ira Park, Secretary-Treasurer. 

The Tennessee State Medical Agsociation met in Memphis 
April 11-13. The following officers were elected: Dr. H. 
M. Tigert, Nashville, President; Dr. Frank A. Jones, Mem- 
phis, Vice-President; Dr. Larkin Smith, Nashville, Secre- 
tary-Editor; Dr. J. T. Gallagher, Nashville, Treasurer. 

At a recent meeting of the Tennessee Anti-Tuberculosis 
League the following officers were elected: Mr. Henry Tei- 
tlebaum, Nashville, President; Mr. Bolten Smith, Vice- 
President; Mrs. C. D. Sullivan, Nashville, Secretary; Mr. 
John Stagmaier, Chattanooga, Treasurer. 

Dr. R. Q. Lillard, Lebanon, has been elected Secretary 
and Executive Officer of the State Board of Health, suc- 
ceeding Dr. Olin West. 

The National Academy of Medicine and the Davidson 
County Medical Society gave a farewell banquet March 29 
in honor of Dr. Olin West, Secretary of the State Board 
of Health, Editor of the Journal of the Tennessee State 


(Continued on page 46) 
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For The Surgeon 


Bard-Parker Knife 


It’s Sharp! 


Ask Your Dealer 


Bard-Parker Company, Inc., New York 


BARD-PARKER KNIFE 
It’s Sharp! 


Handles All = Genuine 
Steen, — Leather Case 
Price $1.00. 
Doz. Each. 
Blades All All Size Blades 
Sizes. Complete $7.50 
Case only, $2.00 


Per Doz., $1.50. 


Blades in packages containing 6 of one size. Order by size number. 
Nos. 1 and 3 Handles fit Nos. 10 and 11 Blades. 
Nos. 2 and 4 Handles fit Nos. 20 and 21 Blades. 


MAIL ORDERS RECEIVE SPECIAL ATTENTION. 
DOSTER-NORTHINGTON DRUG CO. 
Surgical Instruments and Hospital Supplies 
BIRMINGHAM, ALABAMA 
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™ The price of a new blade is less than the cost of sharpening an ordinary scalpel. 
D The surgeon is thus assured of a knife of standard sharpness, always ready for use. 
8 The illustration demonstrates its simplicity, the price its economy. 
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- KyAéeo or “I Calm” 


For Local and General 


ANESTHESIA 


KELENE 


(Pure Chloride of Ethyl) 


In automatically closing tubes 
Convenient to carry and use 


Manufacturers 


FRIES BROS. 


92 Reade Street New York 


Sole distributors for the United States and Canada 


MERCK & CO. 
New York 


St. Louis Montreal 


Years Ago 


malpractice insurance was considered 
an aid if the Doctor happened to have 
it. If not, he quit practice or moved 
to another location. 


Today 


Professional protection is considered 

a necessity ; the Doctor may own prop- 

' erty in his own name and practice suc- 
cessfully without worry or loss. 

The performance of Specialized Service in Profes- 


sional Protection exclusively, during these years, 
is largely responsible for this recognition. 


It is interesting to observe that the personnel 
who guided Medical Protective Service to moral 
integrity and financial power, continue to labor 
unceasingly that the Company shall maintain its 
reputation in fuller measure. 


The Medical Protective Co. 


Fort Ind. 
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Medical Association and Secretary of the Tennessee State 
Medical Society. Dr. West resigned to become Field Secre- 
tary of the American Medical Association. 

Announcement of the formation of a partnership to be 
known as the Memphis Children’s Clinic, permanent home 
to be erected at once, has been made. Dr. Edward Clay 
Mitchell, Dr. Eugene Rosamond and Dr. Walker L. Rucks 
will form ,the clinic. 

Deaths 

Dr. B. F. Brown, Jefferson City, aged 78, died March 12. 

Dr. Roy Boyd Harrison, Nashville, aged 25, died March 3 
from pneumonia. 

Dr. John D. McKenzie, McKenzie, aged 78, died March 1, 

Dr. John D. Slayden, Clarksville, aged 81, died March 24. 

Dr. William Kilton Lackey, Ripley, aged 67, died sud- 
denly March 265. 


TEXAS 


Jones County Medical Society has elected the following 
officers: Dr. W. J. McCreight, Anson, President; Dr. F. 
E. Hudson, Stamford, Vice-President; Dr. A. McK. Jones, 
Anson, Secretary. 

LaSalle-Frio County Medical Society has elected the fol- 
lowing officers: Dr. E. Howard, Pearsall, President; 
Dr. B. E. Pickett, Big Wells, Vice-President ; Dr. R. L 
Graham, Cotulla, Secretary-Treasurer. 

Jim Wells and Kleberg County Medical Societies held a 
joint session at Alice March 10. Jim Wells County Society 
elected the following officers: Dr. L. P. Strayhorn, Fal- 
furrias, President; Dr. M. J. Perkins, Alice, Secretary. 

The Harris Memorial Methodist Hospital, Fort Worth, 
will soon be completed. It has a capacity of 400 beds and 
will cost .approximately $1,000,000. 

Woodlawn Hospital, Dallas, for the treatment of tuber- 
culous negroes, will be enlarged. The building will cost 
$6,000 and will be erected jointly by the city and county. 

A bond issue of $25,000 has been approved for the erec- 
tion of a city hospital at Teague. 

A new Methodist hospital will be erected at Oak Cliff. 

The League of Texas Municipalities will hold its tenth 
annual meeting at Waxahachie May 17-18. 

The El Paso Masonic Hospital Association has been or- 
ganized at El Paso for the purpose of financing the pur- 
chase of a hospital building. 

The Dallas Monthly Clinic, inaugurated in February, had 
its second meeting March 23. Dr. Carroll = Tulane 
University, New Orleans, was the guest of hono 

The new addition to Parkland Hospital, to “a "3300, 000, 
has been started. 

Dr. Edgar W. Loomis and Miss Addie Jane Walker, both 
of Dallas, were married March 15. 

Deaths 


Dr. Francis Charles Fleockinger, Taylor, aged 48, died 
March 6 from cerebral hemorrhage. 

Dr. Benjamin F. Calhoun, Beaumont, aged 73, died re- 
cently. 

Dr. Elannus R. Birch, Denison, aged 71, died February 27. ° 

Dr. Ralph E. Conger, China Spring, aged 58, died March 
1 from heart disease. 

Dr. William Haynie, Buffalo, aged 79, died March 8. 

Dr. Benjamin J. French, Waco, aged 68, died March 4. 

Dr. John F. Butler, Wylie, aged 85, died March 11. 

Dr. William T. Williams, Teague, aged 80, died Feb- 
ruary 17. 

Dr. William Thomas Reeve, Boerne, aged 67, died Feb- 
ruary 19. 

Dr. Frank B. Wilkes, Houston, aged 61, died March 12. 

Mrs. Margaret Helena McDonald, owner and manager 
of the Rolston Hospital, Five Points, died in February, after 
a brief illness. 

(Continued on page 48) 


CLASSIFIED ADVERTISEMENTS 


FOR SALE—General practice, nearly all office work, in a 
growing West Virginia city of fifty thousand. Annual cash 
collections for the last three years over $10,000. Price $3,000 
cash, including complete office equipment invoicing about 
$1,800. Leaving on account of health. Available June 1. ° 
b vive introduce. Address S. C. H., care Southern Medical 

ournal. 


WANTED—Situation as Radiologist in Hospital or Sana- 
torium by middle aged man of many years’ experience. 
South or Middle West preferred. Would consider furnish- 
ing my own instruments, if compensation would justify. 
Address W. P. Ross, P. O. Box 217, Atlanta, Ga. 
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Nervous Conditions 


are invariably aggravated by the irritation that es- 
sentially accrues from the repeated impacts of 
leather heels on hard, unyielding floors and surfaces. 
Happily it is easy to obviate this continual pounding, 
with its cumulative depressing effects on the nervous 
system, by wearing 


O’Sullivan’s Heels 


So pronounced are the resulting benefits, that 
the use of O’Sullivan’s Heels has become with many 
physicians a fundamental detail in the care of the 
nervous patient. The relief of jarring not only adds 
much to the patient’s comfort and well-being, but 
the marked relaxation of nerve-tension that follows 
often proves an important factor in assuring a 
prompt and satisfactory recovery. O’Sullivan’s Heels 
are a boon to the neurasthenic patient. 


O’SULLIVAN RUBBER CO., Inc., New York 
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| The Management of an Infant’s Diet | 


Constipation 


Protein indigestion or the failure to take care of the casein of 
cow’s milk may result in delayed bowel movements. 

When constipation in infancy is due to casein curds it is readily 
overcome by employing some means of preventing the firm coagula- 
tion of the casein. 


Mellin’s Food 


acts upon the casein of milk in such a manner that the coagulated 
casein is presented in a most favorable condition for the action of 
the digestive fluids; therefore, Mellin’s Food is especially indicated 
in constipation due to faulty protein digestion, and results will at 
once be apparent if Mellin’s Food is used in sufficient amount to 
thoroughly attenuate the milk casein. 
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Mellin’s Food Company, Boston, Mass. 
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Laboratoires PASTIER NEWyYorRK 
COUNCIL-PASSED PRODUCTS 


THE ACTIVE 
PRINCIPLE OF 
SANDALWOOD OIL 


§\ DOSE: 10-12 Capsules daily 


ORGANIC 
ASSIMILABLE 
IODINE 


DOSE: 2-6 Pearls daily J 


Full Data (to PhysiciansOnly) from 
Geo. J. Wallau, Inc, 6 P Chit se, NewYork,N'Y. 


ty (Continued from page 46) 
VIRGINIA 


Pi Alleghany County Medical Society has elected the follow- 
ing officers: Dr. B. B. McCutchan, Clifton Forge, Presi- 
q dent; Dr. J. A. Riffe, Covington, Vice-President; Dr. Wm. 
omina uppo ers P. Gilmer, Clifton Forge, Secretary; Dr. W. M. Rever- 

comb, Clifton Forge, Treasurer. 
Pittsylvania County Medical Society has elected the fol- 
lowing officers: Dr. C. L. Bailey, Danville, President; Dr. 


Bi and B d J. J. Neal, Danville, Secretary. 
i, In ers The Tri-State Medical Association of the Carolinas and 


i 
i Virginia met in Norfolk February 22-23. The following 
sii, Patented officers were elected: Dr. S. S. Gale, Roanoke, Va., Presi- 
dent; Dr. James K. Hall, Richmond, re-elected Secretary- 
Treasurer; Drs. W. E. Driver, Norfolk, R. B. Epting, 
Greenwood, S. C., and I. P. Battle, Rocky Mount, N. C., 
Vice-Presidents. High Point, N. C., was selected as the 
meeting place for 1923. : 

Dr. Dean B. Cole has resigned as head of the tuberculosis 
department of the Richmond Health Bureau. 

The annual meeting of the McGuire Unit, designated as 
Base Hospital No. 45, was held February 28. Dr. Carring- 
ton Williams, Richmond, was elected Vice-Commander ; 
Drs. Fred M. Hodges and Greer Baughman, Richmond, 
were elected as members of the staff. 

Dr. C. D. J. MacDonald has been appointed Coroner of 
Norfolk, succeeding Dr. J. Judd Miller, deccased. 

Dr. Beverley R. Tucker, Richmond, has been elected Vice- 
President of the Westmoreland Club. 

Dr. James Rawlings, Staunton, has been appointed a 
member of the State Board of Health. 


j Dr. R. L. Kern, Richmond, has been named Senior 

Warden of the Libertas Lodge of Perfection, No. 5, cient 

For Pendulous Abdomen, Ventral and Umbilical Hernias Accepted Rite Freemasonry. 

Hi A supporter for every purpose — Obesity, _At the annual convocation of the Grand Lodge of Vir- 

Pregnancy, Etc. ing ters : 

Home. The following were elected Deputy Grand Masters: 

H Descriptive literature mailed upon request Drs. G. F. Simpson, Purcellville, C. F. Rinker, Upperville, 
" W. D. Prince, Stony Creek, and J. L. Early, Saltville. 

ry An appropriation of $30,000 a year additional has been 

4 * adopted by the Senate for the Medical College of Virginia, 

Richmond. 


q 1712 Dodge St. OMAHA (Continued. on page 50) 


LISTERS DIABETIC FLOUR 


Strict ly Starch-free. Produces Bread, 
Muffins. Pastry that makes the 


features 


i Grow 
| Less = 


Li.ters prepared casein Diabetic Flour—self rising. A month's supply cf 30 boxes $4.85 
LISTER BROS. Inc., 405 Lexington Avenue, New York Gity. 


&g PARIS 
&§ 45,Rue du Dr Blanche 
‘ 
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Meyer X-Ray Transformers and Instruments Are Leaders. 


sate, MEYER MULTOSCOPES AND 
KLINOSCOPES 


are truly balanced and perfectly performing instruments; they are 
instantly adjustable to any position. Furnished with or without 
Bucky Fluoroscope. They are finished in black Japan and heavily 
nickeled, 


The MEYER BUCKY DIAPHRAGMS 


Have Special Advantages. 


Aluminum, light, non-warping frame. A top of one-third less 
opacity than the aluminum top used by « thers. An interlocked non- 
warping Grid. Webbing to tighten patient in place. 

Smooth, quiet in motion, accurately timing device, no oil leakage, 
of inestimable value for clear cut definition, 


It will pay you to investigate, before buying another mike. 
SOUTHERN REPRESENTATIVES: 


ALBIN HAJOS P. G. TUCKER 
P. O. Box 217 408 Ind. Life Bidg. 
Atlanta, Ga. Nashville, Tenn. 


CATALOGUES AND ESTIMATES 
CHEERFULLY FURNISHED 
FACTORY 

1644-46 N. Girard St. 
Chieago, Tl. 


Coronatyped labels 
and prescriptions 
cannot be mis-read 


Coronatyped forms are accurate—they lend 
an air of progressiveness and it has been 

definitely proven that collections are bet- 
ter from typed bills than from those 
sent out in hand writing. 


Corona is especially adapted to 
the requirements of the profession 
—weighs but 6% Ibs., is compact, 
durable, easy to operate and re- 
quires no special desk. 


Price 


including neat 
black carrying éase 


Write for our free booklet, No. 35, for sguletne only 


CORONA TYPEWRITER CO., Inc. 


135 Main Street, Groton, New York. 
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WILLIAM WOOD & COMPANY'S 


MEDICAL BOOKS 


Famous for 117 years for their practicability, 
high quality and reasonable prices. 
Send for catalog and tell us what subjects you 
are specially interested in. 

WILLIAM WOOD & CO., 

51 Fifth Ave., New York 


Trade Mark Registered. 


Gluten Flour 
40% GLUTEN 
Guaranteed to comply in all respects to 
standard requirements of U. S. Dept. of 
Agriculture. 
Manufactured by 
FARWELL & RHINES 
Watertown, N. Y. 


HIGH POWER 


Electric Centrifuges 


Send for Cat. Ca 


INTERNATIONAL EQUIPMENT CO. 
253 WESTERN AVE. BOSTON, MASS 


(Continued from page 58) 


Dr. Giles B. Cook, Front Royal, has been elected Presi- 
dent of the recently organized Dramatic Club. 

Dr. William B. Hopkins, Richmond, has been elected 
Grand Senior Master of the National Omega Upsilon Phi 
Fraternity. 

Drs. J. Shelton Horsley, Garnett Nelson and William 
H. Parker have been appointed members of the Committee 
on Health and Sanitation of the Richmond Chamber of 
Commerce. 

Dr. Zebulon Vance Sherril and Dr. Carolyn A. Clark, 
both of Marion, were married February 9. 

Dr. William Marco Sheppe, University, and Miss Olive 
Bow Harris, Albermarle County, were married February 22. 

Dr. John M. Henderson and Mrs. Martha Spencer War- 
burton, both of Williamsburg, were married February 28. 

Dr. William A. Lucas, Pulaski, and Miss Mary Trent, 
Knoxville, Tenn., were married March 1. 

Deaths 


Dr. Alfred S. Rixey, Culpepper, aged 61, died February 28. 

Dr. Reuben Thomas Ramsey, Gretna, aged 64, died Feb- 
ruary 28. 

Dr. J. Judd Miller, Norfolk, aged 50, died February 20 
from lymphatie leukemia. 

Dr. William Hall Thomas, Steele’s Tavern, aged 63, died 
March 11 from cerebral hemorrhage. 


WEST VIRGINIA 


Dr. Theodore K. Oates, Martinsburg, has erected a three- 
story building for the purpose of organizing a group clinic. 

Dr. C. E. White, Superintendent of the Weston State 
Hospital for the Insane, has resigned. 

Deaths 

Dr. Eugenius Augustus Hildreth, Wheeling, aged 41, died 
March 11 at the Ohio Valley General Hospital from pneu- 
monia. 

Dr. Harvey Bowers, Sugar Grove, died March 2 from 
pneumonia. 

Dr. Reed McColloch Baird, Wheeling, aged 64, died Feb- 
ruary 28 at the Ohio Valley General Hospital from paresis. 

Dr. James Renick Kincaid, Frankford, aged 67, died 
January 11 from pernicious anemia. 


them filled. 


seconds. 


Mobile, Alabama 


SURGICAL INSTRUMENTS 


THREE REASONS TO SEND US YOUR ORDERS— 


1. We carry a large stock. You are certain to have 


2. We sell only goods of quality. We do not handle 


VAN ANTWERP’S DRUG CORPORATION 


Surgical Instruments and Supplies. 


VAN ANTWERP BUILDING 


V 

60 

= 3. We give prompt service. a 

= Mail, Wire or Telephone Us Your Needs Today. 
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PHYSICIAN 
SHOULD 
READ 


THE J 
INTRAVENOUS THERAPY 


A sixty-four page Journal, containing origina] 
articles, reprints and abstracts relative to 
Intravenous Medication from foreign and do- 
mestic medical journals. 


The most comprehensive compilation on the 
subject, including laboratory and clinical re- 
ports. 


Copy mailed on request. 


New York Intravenous Laboratory 
100 West 21st Street 
New York, N. Y. 


Producing Ethical Intravenous Solutions 
for the Medical Profession Exclusively. 


Olive HAVE MADE Yh 
War. INTRAVENOUS MEDICATION ERY 
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20 OFFICE TECHNIC, \\ 
died 
y 
: M4 \/ 
nie. 
tate 
lied 
eu- \Y] 
IN 
= NN 
| 
5 
IN 
| 
| 
| N | |W 
\ 
Ry 


j 


52 SOUTHERN MEDICAL JOURNAL 


MORE people die from 
pneumonia than any 
other disease. 


Approximately 25 out of 
every 100 cases end fatally. 
Dr. Gustav Goldman has 
demonstrated that at least 
twenty of these twenty-five 
deaths may be prevented by 
employing Bacterial’ Vac- 
cines. Why delay and chance 
a fatal termination? 


Dr. Gustav Goldman’s article appeared 
in American Medicine, March, 1921 
Bacteriological Laboratories of 


G. H. SHERMAN, M. D. 
DETROIT, U. S. A. 


“It Works Like 
a Charm” 


So writes a physician regarding a new way 
he had discovered for introducing a filiform 
into the bladder in cases of tight stricture. 
His experience, together with a multitude of 
others equally interesting and stimulating, 
make up one of the features of 


“Electro-Therapy 
In The Abstract” 


A 145 page bound work, pocket size, for instant 
eonsultation, giving valuable ethical and prac- 
tical standards of work bringing therapeutic 
ct and a wider range of practice alike and 
abreast. 


Compiled exclusively for the medical profession, 
and distributed without cost by the Thompson- 
Plaster Co. It is ESSENTIAL to ask for it on 
your letter head. 


THOMPSON-PLASTER CO. 
LEESBURG, VIRGINIA 


Medication for 
Hypodermic Treatment 


Steri'e, Accurate, Efficient. In Kypule Form 
Sodium Cacodylate, Mercury Biniodide, 
Mercury Salicylate, Iron Citrate, Iron 
Citrate and Sodium Arsenate, Emetine 
eiydrochloride, Fisher’s Solution (con- 
centrated), Gray Oil, Novocain and 80 
other formulae. 

These hypules not only insure 
¢ full potency and exact dosage of 
I the drug to be administered, but 

they afford the physician an ascep- 
Heisters tic, and readily assimilated solu- Heisters 
Hypeles tion or suspension. For treatment Hypules 
in serious and malignant diseases, hypodermic 
medication is far superior to the indirect 
methods of absorption through the alimentar) 
tract. The use of HEISTER’S HYPULES 
laces this form of medication on a scientific 
is, relieving the practitioner of all anxiety 
as to the quantity or character of the hypoder- 
mic injection which he administers. 


From the Laboratory of 


LOUIS HEISTER 


Manufacturers of Physician’s Pharmaceutical 
Specialties in Hypule Form 


CINCINNATI, OHIO, U.S.A. 


List on Application 
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THE STORM BINDER AND 
ABDOMINAL SUPPORTER 


PATENTED 


A washable 
A b domina! 
Su p porter 
adapted to 
the use of 
men, women 
and chil- 
dren for 
any purpose 
for which 
an abdomi- 
nal sup- 
porter is needed. For General 5 sega 
in Visceroptosis, etc. For Special Support— 
as in Hernia, Relaxed Sacro-Iliac Articula- 
tions, etc. For Post-Operative Support—as 
after operations upon the stomach, gall 
bladder, etc. 
Illustrated descriptive folder with samples 
of materials and physicians’ testimonials 
will be forwarded upon request. 
All Mail Orders Filled at Philadelphia 
—Within 24 Hours. 


KATHERINE L. STORM, M.D., 
1701 Diamond St., Philadelphia, Pa. 
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DIARRHOEA IN INFANTS 


Summer Diarrhoea, Fermentative Diarrhoea, etc. 


PROTEIN MILK is used in a large number of hos- 
pitals and by pediatricians in their private practice to cor- 
rect diarrhoea in infants. Its value has been fully demon- 


strated by its use over a period of years. 


Formerly the preparation of Protein Milk in the home was 
complicated as well as expensive, which interfered with 
the doctor’s orders being carried out. 


A new preparation, known as CASEC, has been perfected ; 
by MEAD, which makes it possible to do away with the HF 
complicated side of preparing Protein Milk. The ease i 
with which Protein Milk can be prepared with Casec has 
made it practical and widened its use, and now physicians, 
nurses and mothers may prepare Protein Milk with Casec 
with the same ease and accuracy as the preparation of any 


MEAD’S CASEC 


other milk modification in the home. 


MEAD’S CASEC is a calcium-caseinate product, prepared 


from the casein of fresh skimmed milk. 


Full description, analysis and directions for use will be 


furnished upon request. 


MEAD’S 
DEXTRI- 
MALTOSE 
for average 
infant 
feeding. 


THE MEAD JOHNSON POLICY 


Mead’s Infant Diet Materials are 
advertised only to physicians. No 
feeding directions accompany trade 
packages. Information regarding 
their use reaches the mother only 
by written instructions from _ her 
doctor on his private prescription 
blank. Literature furnished only to 
physicians, 


MEAD’S 
CASEC 
for babies 
with 
diarrhoea. 
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Just Off the Press: 
The 1922 CATALOGUE. 
Gladly sent physici onr 


SOLUTION 
ADRENALIN) 
CHLORIDE | 
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Adrenalin 
The Emergency Remedy 


WENTY years ago the chemical formula for Adrenalin was 

worked out by our research chemists. That discovery 
alone assured the renascence of endocrinology—this time as a 
serious scientific study. 


More thought and work and expense have been lavished on 
determining the exact pharmacology of Adrenalin than on any 
of the other hormones. 


Today Adrenalin is entrenched in the Materia Medica side by 
side with such indispensable remedies as digitalis and quinine. 


Adrenalin is essentially an emergency drug, and its main indica- 
tions are in the treatment of shock, hemorrhage, and the paroxysm 
of asthma. It is used advantageously in connection with local 
anesthetics. Its unfailing action forms the basis for certain diag- 
nostic procedures, such as the Goetsch test and the test for 

adrenal hypersensitiveness. 


- Parke, Davis & Company 


